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Justification of OP EN 
REDUCTION 


of elbow fractures 


in three adolescents 


KARL P. B. MADSEN, D.O. 
Oakland, California 


I HE FOLLOWING CASE histories are unrelated 
to one another as to type of injury, but all have features 
which in the opinion of the author warranted operation. 


Case histories 


Case 1. A 14-year-old white male was admitted to 
the hospital on February 22, 1954. He gave a history of 
having fallen on the left elbow while bicycling, 2% 
hours prior to admittance. 

Examination revealed a healthy boy with the left 
elbow region greatly swollen and deformed. The olecra- 
non process was displaced posteriorly and the distal 
end of the proximal fragment of the humerus was pal- 
pable immediately under the skin in the antecubital 
fossa. There was no break in the skin or evidence of 
vesication. The arm and hand appeared moderately 
cyanotic, and the radial pulse was absent. Neurologic 
investigation revealed hypesthesia in the distribution of 
the median nerve. No paralysis was present. Upon 
slight flexion of the elbow, the radial pulse returned at 
intervals. No other injury had been sustained. 

Radiograms disclosed an oblique supracondylar 
fracture with much displacement of the distal fragment 
(Figs. 1 and 2). 

A serious attempt at closed reduction failed to dis- 
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engage the distal end of the proximal fragment from its 
position in the antecubital fossa. A Steinmann pin 
therefore was inserted through the olecranon process, 
and the patient was returned to bed with the arm sus- 
pended in nearly vertical traction and the elbow flexed 
to 135 degrees. Radiograms showed no improvement 
in alignment. 

The extremity was watched for several hours and 
it was thought that the radial pulse was palpable at in- 
tervals. The skin remained cool and cyanotic. After 8 

ours of observation, the oscillometric reading revealed 
no pulsation below the elbow. 

When a second attempt at closed reduction failed, 
the fracture site was approached through a ventral 
bayonet incision. The distal end of the humerus was 
encountered directly under the skin. It had pierced and 
was tightly enmeshed in the musculotendinous junction 
of the biceps brachii. The brachial artery had not been 
perforated, but lay tightly compressed over the razor- 
sharp edge of the bone. The task of extricating the 
fishtail-shaped humeral fragment from the muscular 
hiatus was extraordinarily formidable, thus accounting 
for the unsuccessful previous manipulation. Liberation 
of the brachial artery immediately restored pulsation at 
the wrist. 

The ensuing manipulation of the fragments indi- 
cated that satisfactory alignment could be obtained by 
traction and slight flexion. This method therefore was 
elected as definitive treatment to spare the elbow from 
further instrumentation. 

The patient was lightly anesthetized 8 days after 
surgery for correction of the lateral displacement and 
flexion of the elbow to 75 degrees. A posterior splint 
incorporating the Steinmann pin achieved adequate 
immobilization (Figs. 3 and 4). The patient was dis- 
charged on the twelfth day. 

Re-examination of the extremity 2 years later re- 
vealed 5 degree limitation in extension of the elbow 
joint. Muscular development and all other movements 
were physiologic. (Figs. 5 and 6). 

Case 2. A 15-year-old white male was admitted 
to the hospital December 4, 1951, 2 hours after injuring 
the left elbow in a wrestling bout. The subjective his- 
tory indicated good health. Examination revealed much 
swelling and deformity of the forearm and elbow, with 
a small exit wound in the skin 3 inches from the 
olecranon process. The radial pulse was not disturbed, 
and there were no neurologic deficiencies. 
Radiographic survey showed an oblique ulnar frac- 
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ture 3 inches from the elbow joint. The radial head was 
dislocated, fractured through the epiphysis, and dis- 
placed into the anterolateral aspect of the antecubital 
fossa. The proximal end of the radial shaft was dis- 
placed medially in the antecubital fossa (Figs. 7 and 8). 
An effort to improve the alignment proved unsuccess- 
ful; hence open reduction followed. 

A posterolateral incision exposed the elbow joint. 
The orbicular ligament had been partially disrupted and 
the radial head lay completely detached in the ante- 
cubital fossa. Further exploration brought the radial 
neck into view, firmly held by the biceps tendon which 
was wound once around the stump. Replacement of the 
radius into its normal environment was easily accom- 
plished after pushing the tendon off the radial neck. 
Inspection of the loose radial head disclosed that ap- 
proximately half of the epiphyseal plate was missing. 
The fragment was found in the wound and discarded. 
Repositioning the radial head on the neck by repairing 
the orbicular ligament appeared unsatisfactory because 
of instability. Attention therefore was directed to the 
ulnar fracture, which was fixed with two vitallium 
screws. The elbow joint was flexed to 85 degrees, the 
radius positioned, and the radial head balanced on the 
end of the neck. A beaded Kirschner wire, driven from 
a posterior approach through the humeral condyle, im- 
paling the radial head and continuing well into the 
shaft, provided excellent immobilization of the frac- 
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ture-dislocation (Figs. 9 and 10). The wire was cut 
above the bead, the incision closed, and a plaster shell 
applied. 

The postoperative period was uneventful. Six 
weeks after surgery, the full arm cast and wire were 
removed. The forearm was returned to a short cast 
and elbow exercises were begun. All immobilization 
was discontinued 2 weeks later. 

The patient was kept under observation for about 
6 months, during which time extension and flexion 
improved. Pronation and supination were nearly nil 
with the forearm fixed in neutral position. 

Five years later, at age 20, the patient was asked 
to return for re-examination of the elbow (Figs. 11 and 
12). The upper extremities were identical in muscular 
development. Flexion and extension were normal bi- 
laterally. Supination and pronation of the left forearm 
were limited to an excursion of 10 degrees from neu- 
tral position; the carrying angle measured 15 degrees 
on both sides. The patient stated that he had no pain 
and was never conscious of disability or handicap as a 
result of the limited movements in pronation and 
supination. 

Case 3. A white male, age 13, was referred to me 
on March 2, 1952. The patient had reportedly injured 
the right elbow joint 3 months previously in a football 
game. He had been taken to the family physician who 
made radiograms which showed a posterior dislocation 
of the ulna on the humerus. The boy was anesthetized, 
and the dislocation was reduced by the doctor. After 
the manipulation, the arm was bound in an Ace bandage 
and the wrist suspended from a cravat. 

A month later it was noted that the elbow motion 
remained limited in extension. Consultation was de- 
clined by the father for 2 additional months, for finan- 
cial reasons. 

The present examination showed moderate gen- 
eralized muscular atrophy of the extremity. The right 
elbow joint could be flexed to 35 degrees and extended 
to 105 degrees, as contrasted to 30 degrees and 180 de- 
grees on the left side. Pronation and supination were 
not restricted. The carrying angle was 25 degrees on 
the right side, and 15 degrees on the left side. 

Roentgenograms showed the medial epicondyle 
situated in the ulnohumeral joint, resulting in subluxa- 
tion. Calcareous deposits were noted near the radio- 
humeral articulation. Excision of the epicondylar frag- 
ment was advised in anticipation of improved extension. 
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The joint was approached through a posteromedial 
incision and the ulnar nerve retracted anteriorly for 
additional exposure. Identification and removal of the 
epicondylar fragment were facilitated by radiograms 
when it was recognized that the mass was poorly de- 
fined, after 3 months duration, and had become firmly 
and smoothly sealed to the ulnar articular surface 
(Figs. 13 and 14). The flexor muscle were reat- 
tached to the epicondylar region and the ulnar nerve 
replaced in its groove. Convalescence was uneventful. 

The patient was requested to report for re-exami- 
nation 4 years later, at age 17. He stated that he had 
occasional minor discomfort in the elbow during damp 
weather, but he was aware of no disability. The right 
elbow joint could be extended to 160 degrees, the left 
to 180 degrees. Flexion was 40 degrees bilaterally ; the 
carrying angle was 10 degrees bilaterally. Supination 
and pronation were normal. (Figs. 15 and 16). The 
muscular development of both upper extremities was 
identical. 


Comment 


No generalization can be made concerning justifi- 
cation of open reduction of adolescent elbow fractures. 
Rather, each case must be considered separately. 

With respect to Case 1, the writer concluded there 
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was risk of Volkmann’s ischemia if the antecubital fossa 
was not explored immediately after the first manipula- 
tion when no reduction had been accomplished. The 
humeral fragment was obviously impeding circulation 
or had occasioned a rupture of the brachial artery. 

Referring to Case 2, it is generally accepted that 
the radial head should not be removed in a growing 
child. It is also generally agreed that fractures of the 
radial neck with various degrees of tilting of the head 
can be corrected by closed or open methods and offer a 
good prognosis. In this case, the complete displacement 
of the radial head presented a questionable outlook for 
its survival. However, Key’ reported excellent results 
from repositioning in a younger child with a similar 
fracture ; hence, the head was repositioned. 

It has been stated by Blount? that an inclusion frag- 
ment of the medial epicondyle in the ulnohumeral joint 
should not be removed after 3 months duration. In 
Case 3, however, the decision to undertake surgical cor- 
rection was made because of considerable limitation of 
motion of the elbow joint. The status of the elbow after 
+ years indicates that excision of the epicondylar frag- 
ment, though delayed, was advantageous to joint func- 
tion. 


Conclusion 


In selecting a mode of therapy, it must be decided 
whether or not the results expected from relatively 
poor alignment will be superior to those of open reduc- 
tion, with its attendant operative trauma, disruption of 


circulation to the bone, and risk of infection. 
460 Staten Ave. 
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Discussion 


Joun D. Secer, D.O., Los Angeles, California: The presen- 
tation of these three cases by Dr. Madsen offers no opportunity 
for the somewhat violent but instructional discussions that 
usually follow the presentation of a paper in this Academy. The 
orthopedic concepts expressed are in complete accord with my 
ideals concerning this problem. Operative intervention in 
adolescent elbow fractures is indicated only rarely, but certain 
specific fractures and complications, such as those presented in 
this paper, will occasionally arise and necessitate operative pro- 
cedure. 
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In Case 1, the impending Volkmann’s ischemia following 
serious attempts at conservative therapy constitutes one of the 
indications for operative treatment in adolescent elbow frac- 
tures. Absence of the radial pulse is a danger signal which 
cannot be ignored, but it is not in itself an indication for opera- 
tive intervention. Also, the classic triad of pain, pallor, and 
paralysis is often reversible, following the loosening of a tight 
bandage or decreasing the amount of flexion in the immobilized 
elbow. If, however, the triad persists following conservative 
therapy, as occurred in this case, procrastination is no longer 
in order and immediate surgical intervention is imperative. The 
avoidance of internal fixation in this case, thus sparing the 
elbow from further instrumentation, accounted in a large part 
for the excellent functional end result, once the trapped com- 
ponents in the antecubital fossa had been freed. 

Case 2 presents many of the characteristics of a reverse- 
type Monteggia fracture-dislocation in which the prognosis is 
extremely poor. To this difficult fracture-dislocation complex 
was added the additional insult of a comminuted and displaced 
fracture of the radial head. There is no need to comment on 
the excellent outcome of this case, but rather to commend the 


RING FUSION 


of the lumbar spine 


A. E. MILLER, D.O. 


Los Angeles, California 


\ \ HENEVER A MULTIPLICITY of technics 


for a specific surgical procedure is encountered, indi- 
cations are that a single technic is not applicable to all 


circumstances and anatomic variations. So it is with 
arthrodesis of the lumbar spine. Each of the well- 
known technics has its advantages and disadvantages 
either as to technical requirements or individual case 
adaptability. This paper is not constructed to delve into 
the history of arthrodesis of the spine and elaborate 
upon the recognized procedures, but rather it con- 
stitutes a preliminary report of a technic I have utilized 
over the last 2 years. It is offered with the hope that 
it will increase the armamentarium of technics for the 
orthopedic surgeon to use in surgery of the lumbar 
spine. 

For several years my associate, Dr. T. L. 
McHenry, and I discussed and studied alternate tech- 
nics for arthrodesis of the lumbar spine, particularly 
where it is utilized immediately following laminectomy. 
The two most commonly used procedures have been 
facet arthrodesis with internal fixation of the facets by 
screws and by the “H” graft. The former technic was 
used predominantly by one of us (TLM) and the sec- 
ond technic predominantly by the other (AEM). 

The screw facet arthrodesis, when utilized without 
supplementary bone grafting, is a reasonably rapid and 
effective technic; however, it has been our practice to 
supplement the facet arthrodesis with laminal gutter 
grafts from the iliac crest. Results show that this com- 
posite procedure is more sure to produce solid fusion and 
is less subject to pseudarthrosis. However, it is some- 
what time consuming, and if the surgeon is not expe- 
rienced, it offers hazards by virtue of proximity of the 
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salvage of even a portion of the indispensable radial head in a 
growing child. Repositioning of half of the radial epiphyseal 
plate resulted in this patient attaining full growth with no al- 
teration in the normal carrying angle nor any disturbance of the 
distal radio-ulnar articulation. 

In respect to Case 3, regarding the removal of a 3-month- 
old inclusion fragment of the medial epicondyle, if the restric- 
tion of extension had been in the neighborhood of 10 to 20 
degrees it would definitely have been best to follow Blount’s' 
advice of masterly neglect. However, with a 75-degree loss of 
extension, altered carrying angle, and demonstrable osseous 
block, surgical excision of the epicondylar fragment would con- 
stitute my form of therapy. 

I wish to thank Dr. Madsen for the privilege of re-empha- 
sizing a few of the orthopedic principles that were so well 
covered in his excellent paper. 

5668 Kingsley Drive 
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operative site to important structures such as dura and 
nerve roots. It is not practical in those cases where 
gross anatomic deviation makes the placing of the fixing 
screws technically difficult or impossible. Further, there 
is always the possibility of metal reaction producing 
osteolysis around the screws and the subsequent re- 
quirement of removing the fixative apparatus which 
lies deep and is difficult to approach. 

The “H” graft has been utilized with almost uni- 
versally satisfactory results, although there are certain 
time-consuming features in the form of removing the 
graft and fashioning it to fit. Also, in cases where 
arthrodesis is to be performed from the fourth lumbar 
vertebra to the sacrum, the removal of the fifth lumbar 
spinous process presents a technical hazard for subse- 
quent procedures, in case pseudarthrosis develops. 
However, the main disadvantage of the “H” graft con- 
cerns the small percentage of patients who, following 
laminectomy and fusion, develop secondary intraspinal 
lesions such as adhesions or secondary herniations, and 
may require additional surgery. The rather massive 
extent of this graft and the coverage of the spinal canal 
requires long and tedious dissection of the osseous 
components to develop an intraspinal exposure. 

In 1952, we approached the problem of an alter- 
nate technic for lower lumbar sacral arthrodesis, predi- 
cated upon the anatomic mechanics of the modified 
Albee’ graft, using iliac crest as the donor. The objec- 
tive was to permit a posterior segmental arthrodesis 
and still leave adequate space for re-entry into the 
spinal canal if it should ever become necessary. 

The first approach to this problem was by removal 
of the cortex from the spinous processes on the oppo- 
site side to the laminectomy, and attaching thereto th 


outer plate of the ilium along with the attached cancel- 


lous bone by the use of screws, placed transversely 
through the graft. This proved technically to be a 
most difficult procedure, particularly when the firs! 
sacral segment presented little if any spinous process. 
And there was the further necessity of right angle drills 
and screw drivers which could not be made to assume 
the right angle attitude. 

Realizing that the above procedure was not practi- 
cable, I recalled that the application of rings through 
the noses of the pigs, which I had seen as a boy upon 
the farm, was a simple and fast procedure, and ! 
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thought that it might be adaptable to spinal surgery. 
During the time that the application of this potential 
technic was being discussed, there appeared an article 
by McKee? describing this type of ring technic. His 
procedure was to apply the rings loosely, fill the space 
with tibial splinters, and then tighten the ring to hold 
the splinters in place. After reading this article, we 
approached the problem with new enthusiasm but felt 
that more satisfactory results could be obtained by use 
of cancellous bone, with its properties of more rapid 
osteogenesis and better cohesion. The Richards Manu- 
facturing Company of Memphis, Tenn., was asked to 
make up a series of stainless steel rings and appropriate 
pliers for application. The instruments are demonstrat- 
ed in Figure 1, the background being a 9 by 12% inch 
clipboard. 

A technic was then developed wherein the iliac 
crest posterior section was removed. One of us 
(AEM) split the donor graft (Figs. 2 and 3) and 
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applied the pieces to each side of the denuded spinous 
processes of the segments to be fused and clamped in 
place with the modified pig rings, which encircled the 
graft and bit into the base of the spinous processes 
as they attached to the lamina. One of us (TLM) 
removed the cortical section from the spinous processes 
and the lamina on the opposite side of the laminectomy, 
applied the iliac transplant (consisting of cortex and 
attached medullary bone) with raw surfaces together, 
and clamped them in place as described above. 

This procedure produced rather rapid and ade- 
quate immobilization ; however, the rings, being circu- 
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lar, caused a certain redundancy of metal without 
contiguous compression against the graft and the 
spinous processes. Consequently, one of us (TLM) 
suggested and drew up a modification of the ring, a 
somewhat hexagonal shape, as depicted in Figure 4. 
We again called upon the services of the Richards 
Manufacturing Company and consequently the Miller- 
McHenry spinal staple came into being. When applied, 
the straight sides of the appliance lie flat against the 
graft on one side and the spinous process on the other, 
and clamp firmly into the base of the spinous process 
and/or lamina, creating a firm fixation. When iliac 
crest is used, the Miller-McHenry spinal staple works 
most efficiently. However, in those cases where bank 
bone is utilized, such as sections of tibia or femur 
where one of the surfaces has a semilunar contour, the 
ring rather than the staple proves more satisfactory. 
In those cases, the curve of the ring follows the curve 
of the donor bone smoothly, holding it tightly and tidily 
to the host. During application, the graft may be held 
in place by Lyon forceps while the rings are being 
applied (Figs. 5, 6, 7, and 8). 

Following the application of the major graft to the 
spinous process and/or laminal gutter, accessory graft- 
ing may be performed if desired. Additional cancellous 
pulp removed from the iliac crest may be placed along 
the gutters or associated with denuding of the articular 
facets, but without the utilization of screws. 

The follow-up care for this type of arthrodesis 
varies to some degree with the rigidity of the internal 
fixation applied at the time of surgery, the demeanor of 
the patient, and the attitude of the operating surgeon. 
Most of these patients are ambulatory approximately 1 
week following surgery. One of us (AEM) occasional- 
ly uses plaster for a few weeks or a Williams brace 
with subsequent corseting; the other (TLM) usually 
utilizes a simple Camp surgical corset. After the first 
postoperative week, ambulation is increased in capacity 
to tolerance short of symptoms. The average patient 
may return to sedentary occupation in approximately 8 
weeks. No heavy physical occupation is permitted, 
however, until such time as arthrodesis is demonstrated 
roentgenologically. 

Twenty-two cases have been operated upon by the 
two of us, using one of the variants of the above tech- 
nic. So far there have been no instances of pseud- 
arthrosis or nonunion. There has been drainage in two 
cases ; it is felt that one was the direct result of contami- 
nation, and the other apparently the result of hematoma 
with secondary infection. Drainage ceased spontaneous- 
ly in the second case about 3 months postoperatively, 
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and the patient has had no more trouble since that time. 
In the first case, drainage started approximately the 
fifth postoperative day and continued for approximately 
1 year, until secondary débridement with removal of 
metal was performed. In this case, union progressed on 
schedule without pseudarthrosis in spite of the drainage. 
It is my opinion that the new technic is relatively 
simple, is reasonably rapid to apply, is physiologically 
sound, permits early ambulation, reduces technical diff- 
culties to a minimum, and avoids the hazards of some 
other technics. The more we utilize it, the more favor- 
ably impressed we become ; we feel that it has a place in 
the operative technics of the orthopedic surgeon. 
Six cases in which this technic was used, 
which have been selected as representative, follow. 


and 


Case reports 


Case 1. A 45-year-old white female was first seen 
on May 12, 1954, with a complaint of pain in the lum- 
bosacral area. The pain was somewhat more on the 
right than on the left, and occasionally radiated down 
the lateral aspect of the right thigh. She had never had 
pain down the left thigh or leg, but the right leg pain 
had been present for the last few months. There was 
an occasional burning in the lateral aspect of the lower 
thigh, varying in area, with the largest area being that 
of the size of the palm. Déjerine’s triad was absent, 
and no other sensory changes were noted. 

The first backache was not a result of injury, but 
came about 10 years ago, when she was mopping the 
floor and had an acute “catch” in the lumbosacral area. 
Following conservative treatment she became asympto- 
matic after a time. Since that time periodic acute epi- 
sodes responded to 2 or 3 months of conservative 
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therapy. However, she had more or less continuous 
dull pain for the entire 10 years. She gave a history 
of having cut the tendon of the left heel on a piece of 
glass at the age of 16, and as a result had favored 
the right leg in standing and walking. She noticed a 
dull ache in the low back after being especially active, 
and found relief when she was off her feet or when she 
decreased her activities generally. There was no history 
of tuberculosis, diabetes, or cardiac disease, and no 
history of surgeries. 

Physical examination revealed a well-nourished, 
slender female, appearing near her stated age of 45 
vears. There was an old scar over the left Achilles 
tendon, but the tendon itself was intact. There was 
some generalized atrophy of the gastrocnemius and 
soleus of the left lower extremity. Neurologic exami- 
nation was essentially negative, the reflexes being active 
and equal, and no dermatomes were traceable. She had 
a mild lordosis ; the iliac crests were equal, as were the 
points of the rhomboid of Michaelis. She was able to 
forward flex, touching her hands to the floor. All in 
all, there was good mobility of the lumbosacral area, 
and the over-all weight-bearing lines were satisfactory. 
An x-ray series taken June 15, 1953, and brought in by 
the patient, consisting of anteroposterior, lateral, and 
right and left oblique views of the lumbosacral area, 
were reviewed (Figs. 9, 10, 11, and 12). A bilateral 
pars interarticularis defect was seen. 

The diagnosis was lumbosacral instability — 
spondylolisthesis), and arthrodesis was recommended. 
On March 17, 1954, arthrodesis was done from the 
fourth lumbar to the first sacral vertebra, using the 
circular type of ring. 

This patient was seen periodically following the 
surgery, and she made an uneventful recovery. The 
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last time she was seen was January 12, 1956, and 
ante roposterior and lateral x-rays were taken at that 
time (Figs. 13 and 14). Clinically and radiographically, 
ihe graft was solid, and the result was considered satis- 
factory. 

Case 2. On March 19, 1954, a 37-year-old white 
female was first seen, her chief complaint being a non- 
radiating type of pain in the lumbosacral area. She 
stated that her right hip and shoulder were higher than 
the left. Déjerine’ s sign was present. She had no 
sensory changes in the extremity. 

The onset was without injury on March 6, 1954, 
when she was getting out of the bath tub and felt a 
pulling sensation in the low back. This became and re- 
mained very acute except that some days she felt a little 
better than others. The pain increased when she was 
on her feet. She stated that as long as she lay on a 
heating pad she could obtain complete relief. Her past 
history revealed that her first backache occurred in 
1935, after which she was involved in an automobile 
accident and the fifth lumbar vertebra was fractured. It 
took 5 months for her to recover from this accident. She 
also had some mild dorsal trauma and this area was 
still sore to touch. She did quite well following the acci- 
dent until about 5 or 6 years ago when she had an acute 
episode, similar to the one she had at this examination, 
which lasted about 1 month. Episodes occurred every 
couple of years, until 2 years ago when she had two 
attacks within 3 months of each other. She stated that 
she always had a dull ache at the end of the day, espe- 
cially if she had been on her feet a great deal. Wearing 
high-heeled shoes gave her a severe backache. She had 
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no dyskinesia after inertia. She had had no tuberculosis, 
diabetes, or cardiac disease. An appendectomy was done 
in 1940. 

Physical examination revealed a_well-nourished 
female, appearing near her stated age. While sitting on 
the examination table, she bore most of her weight on 
her hands. When standing, she had a list to the left 
that caused the right iliac crest and shoulder to be 
somewhat higher than the left. There was considerable 
flattening of the normal lumbar curve. All ranges of 
motion were definitely limited and painful. The 
Gaenslen, Fabere-Patrick, Ely, Thomas, and other tests 
indicated the pathologic condition to be lumbosacral 
rather than sacroiliac. The Laségue test was negative 
bilaterally. Neurologic examination was _ essentially 
negative. There were no alterations in the reflex pat- 
tern and no dermatomes were traceable. 

Anteroposterior, lateral (Figs. 15 and 16), and 
right and left oblique x-rays, taken in this office on this 
date, revealed bilateral pars interarticularis defect with 
a spina bifida at the first sacral segment. The diagnosis 
was lumbosacral instability with acute myositis. 

The patient was given 40 units of ACTH intra- 
muscularly and was placed in an antigravity cast. She 
was given the usual instructions regarding swelling, 
cyanosis, cast care, et cetera, and was instructed to re- 
turn to this office 4 days later. It was mentioned to the 
patient at this time that she should seriously consider 
having an arthrodesis done in the not-too-distant future. 
Within 4 days the patient’s back was asymptomatic, 
and she continued to be asymptomatic until the time 
of surgery. 

Arthrodesis was performed from the fourth lum- 
bar vertebra to the first sacral, on April 5. Following 
arthrodesis the patient was placed in a P.C. Williams 
open back brace. On August 27, she fell and had some 
discomfort at the graft site, however, that lasted only a 
week or two. She was instructed to start gradually 
discarding the brace on January 6, 1955. She was last 
seen on October 3, 1955, and had made an excellent 
recovery. Anteroposterior and lateral x-rays on that 
date revealed adequate take of the graft (Figs. 17 and 
18) and clinically the graft was solid. The patient was 
doing a normal amount of work, and the end result 
was considered satisfactory. 

As noted, this patient sustained a fracture of the 
fifth lumbar vertebra in 1935 as well as having the pars 
interarticularis defect and spina bifida of the first sacral 
segment. This history was typical in minimal instability 
with considerable symptomatology that had been felt 
over a long period. Arthrodesis gave a satisfactory end 
result. 
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Case 3. A large, 32-year-old white male was seen 
on january 5, 1954, with a complaint of pain in the 
right lumbosacral area. He had never had any pain on 
the left side, and there was no radiation. Déjerine’s 
triad was present. The pain was not increased when he 
was on his feet; however, he did have a definite tired 
aching feeling in the low back after being on his feet 
for any length of time, gradually increasing prior to 
this date. The fatigue-type pain in the low back had 
been present for many years. He described a rather 
severe post-inertia dyskinesia in the morning, stating 
that it took until the middle of the morning before he 
was able to move about with some degree of comfort. 
The pain definitely decreased when he was off his feet, 
and he was completely comfortable lying down. He had 
no sensory changes. 

This syndrome started about 1937 after he lifted 
a heavy oil drum. He had treatment a couple of times 
a year until the last year or so when the syndrome 
started to increase. Two years ago he consulted a doc- 
tor and a \%-inch lift was placed on the sole and a 
¥,-inch lift on the heel of his right shoe. This kept him 
almost asymptomatic for several months to a year, after 
which the syndrome recurred. He had several acute 
“catches” with a steady soreness in the area. He had 
not had tuberculosis, diabetes, et cetera. A_pilonidal 
cyst was removed in 1941 while he was in the Armed 
Forces, and healing took place without sequelae in 7 
days. 

Physical examination revealed a huge, well-nour- 
ished male appearing near his given age and weighing 
approximately 265 pounds. Postural defects were not 
notable. The iliac crest, the points of the rhomboid 
of Michaelis, and the gluteal folds were equal. There 
was some generalized muscle splinting and tenderness 
of the low back area. ‘Punch test” was negative, both 
standing and lying down. Neurologic examination re- 
vealed diminished right Achilles and plantar reflexes, 
with a dermatome pattern of hypesthesia corresponding 
with the first sacral vertebra, lateral aspect of the foot, 
and the sole of the foot, and a hyperesthesia of the fifth 
dermatome over the lateral right calf. No motor in- 
volvement was noted. Leségue’s test was positive on 
the right. Straight leg raising was accomplished to 
about 40 degrees, at which point it was apparently 
stopped by pain. The Bragard test was also positive on 
the right side. Gaenslen, Fabere-Patrick, Ely, Thomas, 
and other tests indicated the pathologic condition to be 
lumbosacral rather than sacroiliac. Anteroposterior and 
lateral x-rays of the lumbosacral area revealed a spina 
bifida of the first sacral segment (Figs. 19 and 20). The 
diagnosis was bulging fifth lumbar disk. 
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Fig. 22 


The patient was placed in an antigravity cast anc 
given the usual instructions regarding cast care. He 
was also given 40 units of ACTH and was asked to 
return for checking. Should the symptoms of post- 
inertia dyskinesia continue, 40 units of ACTH twice a 
week for 2 or 3 weeks were to be given. Suggestions 
concerning prognosis were necessarily somewhat guard- 
ed because of the size of this individual. Plaster im- 
mobilization was not expected to be as effective as in a 
smaller person, but it was planned to keep him in 
plaster for 2 months and then to apply a P.C. Williams 
open back brace to be worn for several months. If a 
conservative approach proved to be of no avail, then 
laminectomy and arthrodesis would be the procedure of 
choice. 

Following application of the antigravity cast, the 
patient was again seen on January 9, 1954, at which 
time he was asymptomatic; however, the cast could 
actually be slipped off his body. A P.C. Williams back 
brace was ordered and he continued to progress satis- 
factorily until January 29 at which time the sciatic type 
of pain returned. He was again placed in an antigravity 
cast, but by February 1 he had become much worse. 
On February 2 myelography was performed, but the 
myelogram was not conclusive. Laminectomy and 
arthrodesis were performed on February 6. There was 
a bulging the size of the tip of the fifth finger in the 
fifth lumbar disk on the right side, compressing the 
first sacral nerve root. The fourth lumbar disk was 
explored and found to be intact. Following laminecto- 
my, which was a routine exposure of the fourth and 
fifth space with removal of the bulging disk at the fifth 
lumbar vertebra, arthrodesis was done as in the pre- 
vious cases, using iliac crest graft. 

Following surgery, the patient made an uneventful 
recovery. On September 9, 1954, he had discarded the 
brace, and had no pain. He was last seen on February 
10, 1955, at which time he remained asymptomatic. 
Clinically the graft was solid, and anteroposterior and 
lateral x-rays (Figs. 21 and 22) revealed the graft to 
be solid radiographically as well. 

This patient was chosen out of the series for addi- 
tional comments because of his great size, and because 
conservative care was inadequate in taking care of the 
bulging disk. However, in spite of the size of the indi- 
vidual, the end result was good. 

Case 4. A 45-year-old white female was seen on 
September 30, 1954, with a complaint of pain in the 
lumbosacral area radiating down the left posterior thigh 
and calf as far as the heel. Occasionally she had no- 
ticed tingling and numbness at the bottom of the left 
foot and the lateral calf. Déjerine’s triad was present. 
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Holding her breath and bearing down in the sitting 
position caused her excruciating pain in the left calf. 
The pain increased when she was on her feet and de- 
ereased when she was sitting down. She occasionally 
had been able to find complete relief when sitting ; how- 
ever, this had not been so in the past week or so. In 
ihe morning the pain in the leg was quite severe and 
was definitely worse by the end of the day. 

Her past history revealed that over a period of 
approximately 20 years she had had a rather severe at- 
tack of lumbago at least once a year, which often re- 
quired strapping or manipulation. She stated that after 
a couple of weeks of therapy she would get along all 
right. About 15 years ago she began wearing a %4-inch 
lift in the left shoe to eliminate the backache, and she 
had been wearing this up until recently, when she was 
advised by a gynecologist not to wear it any more. She 
could almost always count on a dull ache in the low- 
hack area after being on her feet or when lifting. Ap- 
parently some sort of uterine suspension had been done 
a year ago to relieve the backache. 

The present attack started about 2 months before 
the patient was first seen. After lifting a table which 
she stated was not at all heavy, she had a “catch” in 
the low-back area. She consulted a gynecologist and 
was given treatment, and the next day was unable 
to get out of bed because of pain. About 2 weeks before 
this examination the pain in the leg began. Prior to the 
onset of the radiation down the leg, the pain was in 
both buttocks. She finally consulted this office for care. 
She had been taking Empirin and codeine. She had not 
had tuberculosis, diabetes, or cardiac disease. A thy- 
roidectomy was done 21 years ago. She had recently 
been under therapy for a flare-up of her thyroid condi- 
tion. An appendectomy was done in 1934 and a tonsil- 
lectomy in 1942. 


Fig. 25 
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Physical examination revealed a slender, well- 
nourished female whose appearance was near her given 
age of 45 years. The lumbar area was flat and had lost 
its normal lumbar curve—as a matter of fact, the back 
was in slight flexion. There was also some flattening 
of the dorsal curve. The left iliac crest was somewhat 
lower than the right and there was a resulting shallow 
“S” type of scoliosis, the convexity being to the left at 
about the fourth lumbar vertebra and to the right at 
about the eighth dorsal vertebra. The patient was able 
to forward flex, touching her hands to her knees and 
stopping there because of pain radiating down the 
sciatic nerve; the curve remained present even in the 
flexed position. Left lateral flexion was much more 
painful than the right, and all range of motion was 
definitely limited. Punching the upper dorsal area in 
the upright position caused the pain to radiate sharply 
into the left posterior leg and thigh. Neurologic ex- 
amination revealed bilaterally equal three plus reflexes 
of the upper extremities. The patellars were two plus, 
right and left, and the Achilles was one plus, as was the 
plantar reflex. The left Achilles and plantar reflexes 
were absent. There were areas of dullness correspond- 
ing to a fifth dermatome and first sacral dermatome 
on the left lateral calf, the left lateral foot, and the 
plantar surface of the foot. The patient was somewhat 
nervous and emotionally upset. Gaenslen, Fabere- 
Patrick, Ely, Thomas, and other tests indicated the 
pathologic condition to be lumbosacral rather than 
sacroiliac or located in the hip. The Leségue test was 
positive bilaterally. Straight leg raising on the right 
side was accomplished to about 50 degrees and to about 
40 degrees on the left, stopping there because of severe 
pain. 

Anteroposterior, lateral (Figs. 23 and 24), and 
right and left oblique x-rays were taken in this office 
on the day of examination. They revealed severe anom- 
alous seating of the lumbosacral facets, and there ap- 
peared to be a pars interarticularis defect on the left 
side. 

A diagnosis of herniating fifth lumbar disk super- 
imposed upon chronic lumbosacral instability was given. 
The patient was admitted to the hospital and on October 
1, 1954, myelography was performed. There was a 
thumbtip-sized persistent defect of the Pantopaque 
column at the fifth lumbar vertebra on the left. All of 
the dye was not recovered. On October 4, laminectomy 
and arthrodesis were done. There was complete se- 
questration of the fifth lumbar disk, and the disk ma- 
terial was lying between the fourth and fifth lumbar 
vertebrae. The herniation was apparently central. Fol- 
lowing this procedure and removal of the disk, arthro- 


Fig. 29 


(11) 579 


i 
Fig. 23 Fig. 24 ‘aati 
7 
€ 
Fig. 26 Fig. 27 Fig. 28 


desis was done from the fourth lumbar vertebra to the 
first sacral, using three circular-type rings. 

About the fifth postoperative day, the patient de- 
veloped considerable swelling at the incision site, and a 
hematoma was evacuated. Although some infection 
may have been present, the course was not febrile or 
typical of infection at that time. She was kept in a P.C. 
Williams open back brace. Other than the drainage, 
she had little or no complaint. The sciatic pain was 
completely relieved and she had no backaches. On Sep- 
tember 15, 1955, almost 1 year following the surgery, 
the sinus tract was injected (Figs. 25, 26, and 27). On 
September 17, the patient was reoperated upon, and the 
sinus tract was found to extend from the skin overlying 
the fourth lumbar spinous process down to the first 


sacral segment of the spine. The channel was the size 
of a fifth finger, and there was frank pus in the tract. 
The grafted area of bone was surprisingly solid. The 
inferior ring holding the graft to the sacrum appeared 
to have metal reaction and was loose. All three rings 


were removed. Anteroposterior and lateral x-rays 
(Figs. 28 and 29) were taken on’ April 30, 1956. Her 
back was giving no trouble, with the exception of some 
mild tenderness at the donor site, which had not been 
previously encountered. One per cent procaine was in- 
jected into the area. She was seen again on May 31, at 
which time the tenderness over the donor site had disap- 
peared. She was asymptomatic without back support, 
and the final result was considered satisfactory. 


Fig. 32 Fig. 33 
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This is one of the two patients who had drainage ; 
in the other case, drainage stopped spontaneously ap- 
proximately 3 months postoperatively, with no trouble 
since that time. Whether drainage in this illustrated 
case was due to hematoma becoming secondarily in- 
fected, or contamination at time of surgery, I was un- 
able to say ; however, I think it was the former. There 
certainly was some metal reaction when the final sur- 
gery was done and the metal removed. 

There was an interesting sidelight to this case. 
The patient had gone back for a recheck on her thyroid 
problem, and in February 1956 I received a request 
from the Department of Radiology for information. 
Apparently the Pantopaque was causing some thyroid 
difficulty. However, that was cleared up satisfactorily. 

Case 5. An 18-year-old white male, seen on Janu- 
ary 16, 1956, presented a complaint of pain in the low- 
back area. The onset had been about Christmas of 1954. 
The pain was constant and sharp and in the beginning, 
oddly enough, was mainly one of rest stiffness or post- 
inertia dyskinesia. There was some radiation down the 
anterior aspect as far as the knee bilaterally but mainly 
on the left side. At the time of examination, he had 
pain only occasionally and that only as far as the left 
groin. He had no night sweats; however, there was a 
weight loss of about 16 pounds prior to institution of 
therapy. The pain was not increased when he was on 
his feet but gradually became more intense on bearing 
weight, and after therapy was instituted, he felt much 
better when off his feet or lying down. 

His past history revealed that the only contact he 
had had with tuberculosis was during babyhood when 
his father had a spot on his lung. The father was not 
hospitalized and progressed satisfactorily. The patient 
had not had diabetes, cardiac disease, or peptic ulcers, 
and no surgeries. 

Examination revealed a thin male, appearing near 
his given age. His weight was 115 pounds and height 
was 5 feet 10 inches. He was lying in bed, without 
apparent distress, in a bilateral bivalved spica, extend- 
ing from the nipples to the knees. This spica was re- 
moved. There was irritation over both iliac crests and 
also over the posterior iliac spines from rubbing of the 
cast. When the cast was removed, he immediately put 
his hips and knees at about 45 degrees of flexion. There 
was some generalized stiffness of the hips, knees, and 
back, primarily from being in plaster. Flexion could 
be accomplished at the hips and knees only to about 90 
degrees. A psoas test was negative bilaterally. Neuro- 
logic examination revealed the reflexes to be three plus 
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throughout the upper and lower extremities. No der- 
matomes were traceable, nor was motor weakness noted. 

A review of the past history from the charts here 
at the hospital revealed that the patient was first ad- 
mitted September 12, 1955. At that time he was febrile, 
with a temperature of 99 F. Laboratory work done 
about that time revealed blood sugar to be 85 mg. per 
100 cc. ; nonprotein nitrogen, 25 mg. per 100 cc. ; phos- 
phorus, 3.8 millequivalents per liter ; and serum alkaline 
phosphatase, 4.6 Bodansky units. The Kahn and Maz- 
zini tests were negative. The urine revealed a specific 
gravity of 1.022; it was acid in reaction, and there was 
a trace of sugar. Mantoux and coccidioidin tests were 
negative after both 24 and 48 hour readings. The 
hematocrit reading was 33 cc. per 100 cc.; erythrocyte 
sedimentation rate was 36 mm. per hour; hemoglobin 
was 13 grams per 100 cc.; erythrocytes, 4,250,000; 
leukocytes, 6,200, with 36 per cent polymorphonuclear 
neutrophils and 64 per cent lymphocytes. 

The patient was placed in a bilateral spica from 
the nipples to the knees. Streptomycin, % gram twice 
a week, and isonicotinic acid hydrazide, 150 mg. twice 
daily, were administered. He was also given supple- 
mentary multiple vitamins. 

His next admission was September 29, 1955, at 
which time he complained of some pain in his back, 
although he was afebrile. He had a hematocrit reading 
at that time of 38 cc. per 100 cc.; hemoglobin, 12.5 
grams per 100 cc.; erythrocytes, 4,400,000; leukocytes, 
12,000, with 46 per cent polymorphonuclear neutrophils, 
52 per cent lymphocytes, and 2 per cent eosinophils. 
Urine specific gravity was 1.015 and other findings 
were normal. 

He was admitted on October 21 for a cast change, 
and again on January 13, 1956, for examination prior 
to arthrodesis. Laboratory work done then revealed the 
sugar to be 103.5 mg. per 100 cc. ; nonprotein nitrogen, 
39 mg. per 100 cc.; total protein, 8.25 mg. per 100 cc.; 
albumin, 4.25 mg. per 100 cc.; globulin, 4 mg. per 100 
cc.; serum alkaline phosphatase, 3.4 Bodansky units ; 
hematocrit reading, 39.5 cc. per 100 cc.; hemoglobin, 
15.5 grams per 100 cc. ; erythrocytes, 4,850,000; leuko- 
cytes, 10,600, with 82 per cent polymorphonuclear 
neutrophils and 18 per cent lymphocytes ; and erythro- 
cyte sedimentation rate was 6 mm. per hour. Urinalysis 
was negative, and the patient remained afebrile. 

Results of a series of eight x-rays taken at the hos- 
pital on September 12, 1955, were as follows: Three 
(anteroposterior, spot anteroposterior, and lateral views 
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Fig. 38 


of the dorsal spine) failed to reveal any pathologic con- 
dition. However, two anteroposterior and three lateral 
views of the lumbosacral area revealed lytic processes 
involving the superior aspect of the fourth lumbar ver- 
tebra and the inferior aspect of the third lumbar verte- 
bra, with invasion of the disk space and some bony 
proliferation anteriorly and laterally. There was also 
some involvement of the superior aspect of the third 
lumbar vertebra. Radiographically, these fulfilled the 
criteria for tuberculous involvement. See Figures 30 
and 31 for anteroposterior and lateral views taken on 
that date. 

An anteroposterior x-ray of the chest, taken on 
September 14, 1955, revealed some old calcified hilar 
lymph nodes, but no evidence of active tuberculosis. 
Anteroposterior and lateral views of the dorsal spine, 
taken November 15 when the patient was in plaster, 
again failed to reveal any osseous pathologic change. A 
chest film taken January 13, 1956, revealed essentially 
the same findings as noted previously. Also on January 
13, a series of seven exposures was studied, including 
anteroposterior and lateral views of the dorsal spine, 
which failed to reveal osseous pathology, and an antero- 
posterior, two lateral, and right and left oblique x-rays 
of the lower lumbar spine, which revealed the before- 
mentioned process between the third and fourth lumbar 
vertebrae (Figs. 32 and 33). Some bridging was noted, 
and the lesion appeared to be inactive as compared to 
the previous films. The disk space was more clearly 
delineated. The psoas shadow on the left side appeared 
to be somewhat more prominent than the one on the 
right. 

A diagnosis of tuberculosis of the third and fourth 
lumbar vertebrae was given, and surgical arthrodesis 
from the first lumbar vertebra to the sacrum was rec- 
ommended. At that time, the prognosis was good for 
life and fair for recovery, assuming that a good arthro- 
desis would be possible. This surgery was performed, 
using bone from the bank—a half section of a fibula 
and some small bone chips that were packed on the bed. 

Following surgery, the patient was placed in a bi- 
lateral spica from the knees to the nipples which had 
been previously prepared and split. The wounds healed 
per primam and he continued in the cast described. The 
anteroposterior and lateral x-rays (Figs. 34 and 35) 
were taken April 12, 1956, approximately 4 months 
postoperatively. His progress to date has been satis- 
factory. 

Although we had progressed by this time beyond 
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the point of using circular rings, it was found that in 
using bank bone, especially the half fibula as in this 
case, the round rings actually worked better than the 
hexagonal ring. 

Case 6. This patient had a severe scoliosis as a re- 
sult of an old anterior poliomyelitis. She had been in 
corrective casts, turnbuckles, et cetera, but the scoliosis 
was progressive (Figs. 36 and 37). Surgery was per- 
formed on March 4, 1954, and using bank bone—tibia 
in this case. The bone was formed to fit the curve and 
clamped into place in the previously prepared bed with 
the metallic rings. The last films available on this pa- 
tient (Figs. 38 and 39) were taken April 13, 1955, ap- 
proximately 1 year postoperatively. The patient pro- 
gressed satisfactorily and, as can be seen in the x-rays 
reproduced, there is considerable hypertrophy of the 
graft and no evidence of metal reaction. The patient’s 
progress was satisfactory. 


Summary and conclusions 


A new type of arthrodesis, used in a total of 22 
cases, is reviewed and presented for consideration. In 
my hands, the technic has much to offer over the pre- 
viously utilized types of fusion. Six selected cases are 
discussed in some detail to show that the technic is 
applicable to many conditions. This is only a prelimi- 
nary report. This technic is being used more widely by 
this office, and perhaps in the not-too-distant future 
more cases can be reported. 
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A record number of 66,273 handicapped persons were 
restored to productive employment through the State- 
Federal vocational rehabilitation program during the fis- 
cal year ending June 30, 1956. 

This was the highest total since the start of the public 
rehabilitation program in 1921 and was about 14 percent 
above the 57,981 rehabilitated in fiscal 1955. 

The record figure includes 65,640 persons restored to 
employment directly through the State-Federal vocational 
rehabilitation program. The other 633 persons were 
placed in jobs through specific projects such as rehabilita- 
tion centers and shelter workshops developed jointly by 
community organizations and State rehabilitation agencies 
and financed, in part, by Federal grants. 

Of the total rehabilitated last year, approximately 
3,500 entered such “shortage” professional fields as edu- 
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Discussion 


CuarLes H. Brimrietp, D.O., York, Pennsylvania: The 
complexity of the problem of spinal arthrodesis is obvious upon 
consideration of the multiplicity of technics which have been 
devised in an attempt to obtain the desired result. The matter 
continues to be a problematical issue whenever stabilization of 
the lumbosacral area is to be considered, because the incidence 
of effective treatment has not proved to be entirely satisfactory 
with any single technic. Dr. Miller has devised a procedure 
which has not only simplified the standard technics, but also 
improved their effectiveness. 


One of the most disastrous and frequent complications of 
arthrodesis of the spine is the development of a pseudarthrosis, 
which is usually the result of inadequate fixation, fracture, 
and/or absorption of the graft. Whether tibial or iliac graft is 
utilized, fixation to the spinous processes, and particularly to the 
posterior surface of the sacrum, is frequently difficult. This is 
because the spinous process of the first sacral segment is often 
poorly developed and, as a result, firm stabilization of the graft 
to the sacrum is extremely difficult or even impossible, when 
the familiar technics are employed. 


The technical procedure of utilizing metallic rings, as de- 
scribed by the author, apparently obtains excellent fixation of 
the graft to the respective spinous processes of the vertebrae 
which are to be fused, as well as to the sacrum, thus aiding in 
eliminating one hazard which has too frequently taxed the in- 
genuity of every orthopedist. 


With this particular technic, the desired result is further 
enhanced with the utilization of an iliac rather than a tibial 
graft. - The iliac graft reduces the possibility of fracture -nd/or 
absorption of the graft to a minimum, because of its greater 
pliability and osteogenetic powers. In this respect, the author’s 
technic is superior to that described by McKee,’ who utilizes 
multiple grafts. 


Dr. Miller is to be commended both for his excellent paper 
and for the development of a technic which appears to simplify 
the procedure of spinal arthrodesis and also to eliminate some 
of the technical hazards which are occasionally encountered. 
Although I have never used this particular technic, it is one to 
which I shall give my utmost consideration and appraisal. 

500 Roosevelt Ave. 
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cation, medicine, and engineering. About 8,200 are in 
skilled trades, and approximately 6,200 work on farms. 
Most of the others are in managerial, sales, and service 
jobs or in unskilled work. 

Roughly 13,000 of those rehabilitated had been de- 
pendent on public assistance immediately prior to or dur- 
ing the rehabilitation process and had been receiving 
approximately $11.1 million a year in aid payments. The 
total cost of rehabilitating these people was $9.2 million. 


More than 48,000 of the rehabilitants were unem- 
ployed at the time they began receiving rehabilitation 
help, and most of the others were in unsafe, part-time, 
or otherwise unsuitable jobs or were in danger of losing 
their jobs because of disability—Public Health Reports, 
November 1956. 
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A three-year survey of treatment of congenital 


EQUINOVARUS 
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Detroit, Michigan 


= TALIPES EQUINOVARUS is the 
uiost frequent of all the deformities of the foot. It is 
seen approximately once in every thousand births.* The 
term “talipes” denotes deformity of a foot; “equinus” 
means plantar flexion ; and “varus” means inversion. 


Diagnosis 


Diagnosis is always evident at the time of birth. 
On gross examination the heel is drawn up and invert- 
ed, producing n equinus deformity. The anterior half 
of the foot is adducted and inverted, producing a varus 
deformity. The lateral border is convex; the medial 
border is concave, as is the plantar surface. The 
Achilles tendon and the posterior and anterior tibial 
muscles are shortened, while the peroneal muscles are 
lengthened. Radiographically, the calcaneus and the 
talus are superimposed and pointing to the medial meta- 
tarsals. Normally, the calcaneus points to the lateral 
metatarsals and the talus to the medial metatarsals. The 
navicular is displaced inward and upward.? 


Survey of cases 


A survey was made of cases of congenital talipes 
equinovarus seen in the Orthopedic Out-Patient De- 
partment at the Detroit Osteopathic Hospital over a 
period of 3 years, extending from January of 1953 to 
January of 1956. Available information from the rec- 
ords includes the sex, diagnosis, age of the infant at 
the start of treatment, type and length of the first stage 
of treatment, and the results of the treatment as last 
seen in the Out-Patient Department. Follow-up treat- 
ment after the first stage of therapy was usually car- 
ried out in the individual physician’s office ; consequent- 
ly, results of the second and third stages of treatment 
were not available for this study. The material from 
the survey has been -summarized and presented in 
Table I. 

There were 33 cases of talipes eauinovarus treated 
in the 3-year period. Twenty-nine (88 per cent) were 
males and four (12 per cent) were females, indicating 
an abnormal distribution between the sexes. All re- 
corded series of clubfeet show approximately a 2 to 1 
male predominance.? Further examination revealed 55 
per cent unilateral involvement and 45 per cent bilateral 
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involvement, thus giving the usual unilateral predomi- 
nance. The infants’ ages at the time treatment com- 
menced ranged from 2 days to 3 months, with an 
average of 20 days. The time needed to overcorrect the 
deformity by casting ranged from 1 to 8 months, with 
an average of 5 months. The results at the end of this 
first stage of treatment proved satisfactory in all but 4 
cases, which required further correction by surgery. In 
these 4 cases there was an inadequate correction of the 
equinus deformity which required a tenotomy of the 
Achilles tendon. 


Treatment 


The treatment is divided into three stages: Cor- 
rection of the deformity, preservation of the correction, 
and observation for recurrence of the deformity. This 
paper will discuss primarily the first stage of treatment, 
because material available from the survey extends 
only to the end of the first stage. The discussion of 
treatment which follows describes that which is com- 
monly performed in the Orthopedic Department at the 
Detroit Osteopathic Hospital. It is understood that 
there may be individual variations among surgeons in 
the Department. 

The first stage of treatment is carried out on a hos- 
pital outpatient basis. Early treatment must be con- 
sidered and emphasized; consequently, the surgeon 
often applies the first cast prior to discharge of the 
infant from the nursery after birth. The patient under- 
goes an extensive physical examination, with particular 
attention given to common signs indicating an acetabu- 
lar dysplasia, or a subluxation or dislocation of the hip. 
X-rays of the pelvis are taken if a pathologic condition 
in the hip is suspected. 

The steps of correction are as follows: Correction 
of the adduction, correction of the inversion, and cor- 
rection of the equinus.* The forces of the first casting 
are applied on the medial side of the first metatar- 
sophalangeal joint and the medial side of the heel, cor-. 
recting the adduction of the forefoot and varus of the 
heel. The physician must be especially careful during 
the casting stage not to overcorrect the calcaneus into 
a valgus position. Forces to the navicular are directed 
downward and outward to align properly the navicular 
in front of the talus. Adduction of the forefoot will 
return on weight bearing if this has not been completed. 
With subsequent cast changes, the adduction and inver- 
sion are further corrected until the forefoot assumes 
an abduction and eversion position. There must be 
molding of the plantar surface on the medial side to 
preserve the longitudinal arch. Not until the tarsal 
bones are properly aligned and the forefoot has been 
corrected, preferably confirmed by x-ray, is the equinus 
correction started. The force is directed upward at the 
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anterior end of the calcaneus and lateral border of the 
foot. If the force is applied anterior to this point, the 
forefoot will dorsiflex and leave the heel in equinus, 
producing the so-called rocker bottom deformity. Cast- 
ing continues until the three components are completely 
overcorrected. 

The materials used are stockinet, Webril, and ex- 
tra-fast Johnson and Johnson plaster of paris. With 
the introduction of Webril, stockinet is now omitted 
by some of our physicians. Webril replaces sheet 
wadding in our Orthopedic Department and simplifies 
and improves the technic in casting of clubfeet because 
of two physical characteristics: first, it can be snugly 
applied without tearing; second, it will stick to itself 
and not to the skin. The extra-fast plaster of paris sets 
in 2 to 3 minutes, reducing the time necessary for main- 
taining the corrective forces. 

The desired pressure is carefully applied to the 
foot, and Webril is then wound snugly and smoothly 
in a circular fashion from the knee to the toes. Two 
layers may be used over the bony prominences and 
pressure points. With the desired correction being 
maintained by the Webril and the leg stabilized by an 
assistant, the extra-fast plaster is easily applied in a 


circular manner from the knee to the toes. Then the 
desired molding and further correction, if necessary, 
may be made while the plaster is setting. Precaution 
is exercised in order not to form a tourniquet with 
the plaster and pressure points by indenting the plaster. 
The infant is not released to the parents until the sur- 
geon is confident that no circulatory embarrassment is 
taking place, as evidenced by the condition of the toes. 

A complete educational program is given to the 
parents on the first visit. If parents understand the 
deformity, prognosis, type of treatment, and time need- 
ed for correction, the physician more readily accom- 
plishes the desired result. Particular emphasis is placed 
upon the immediate care of the infant by the parents. 
First, complete descriptions of cyanosis, pallor, or 
swelling of the toes are given and designated as the 
cardinal danger signs. Upon their recognition, the in- 
fant must be brought immediately to the hospital for 
removal of the cast by the intern on duty, or it may be 
removed at home by soaking it in water. Next, if the 
cast slips down so that it hides the toes, it must be re- 
placed immediately. Also, parents are instructed to call 
on the following day and give a complete description 
of the cast and the condition of the toes. 
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4 TABLE I—SURVEY OF 33 CASES OF TALIPES EQUINOVARUS > 
: Case Unilateral Bilateral Ageattimeof Ageat time of Results of first . 
: Number Sex involvement involvement first casting* last castingy stage of treatment : 
1 M x 42 days 6 months Good 
2 M x 28 days 8 months Poort 
3 F x 3 days 3 months Good 
4 M x days 2 months Good 
Py 5 M x . 84 days 7 months Good ; 
P 6 M x ; 5 days 1 month Good : 
7 M ‘2 days 2 months Good 
. 8 F x 28 days 6 months Good > 
> 9 F x 2 days 7 months Good : 
; 10 M 14 days 6 months Good ; 
° 11 M x 7 days 5 months Good r 
; 12 M 3 days 4 months Good : 
s 13 M x 14 days 5 months Good . 
s 14 M Xx 28 days 3 months Good . 
. 15 M Xx 28 days 6 months Good : 
16 M 3 days 4 months Good 
: 17 M Xx 7 days 4 months Good : 
: 18 M xX 28 days 6 months Poort : 
Ps 19 M X 14 days 5 months Poort : 
a 20 M D.¢ 48 days 4 months Good - 
a 21 M ».« 3 days 6 months Good 2 
22 M xX 14 days 6 months Poort 
: 23 M x 21 days 5 months Good : 
24 F 21 days 6 months Good 
: 25 M x 21 days 4 months Good s 
rs 26 M x 3 days 4 months Good . 
: 27 M x 28 days 6 months Good : 
: 28 M x 84 days 6 months Good . 
= 29 M x 28 days 4 months Good . 
: 30 M »,« 14 days 6 months Good ° 
: 31 M x 4 days 6 months Good . 
. 32 M x 3 days 4 months Good : 
: 33 M xX 48 days 8 months Good ° 
: Totals 29 4 18 15 29 4 : 
*Average, 20 days 
t+Average, 5 months 
tSurgery required 
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The infant is brought back 1 to 2 weeks after tne 
first casting, and the cast is removed by cutting down 
the lateral side of the leg and foot. Examination for 
pressure points is made, and the progress of treatment 
is noted. The skin is cleansed with baby oil, the excess 
being wiped off. The second cast is applied, making 
further corrections. Casts are changed every 1 or 2 
weeks until an overcorrection is obtained, which indi- 
cates successful completion of the first stage of treat- 
ment. 

The child is usually seen in the physician’s office 
for the second and third stages of treatment. The cor- 
rection must now be maintained, and this is done by 
the use of the Sabel prewalker shoe which may be at- 
tached to a Denis Browne bar for correction of the 
internal tibial torsion often accompanying the clubfoot 
deformity. At the walking age the infant is placed in 
one of three types of shoes: straight last shoe, clubfoot 
shoe, or tarsopronator shoe. The longitudinal arch sup- 
port and lateral sole wedge may be added, if necessary, 
to correct pronation and toe-in while walking. The 
Denis Browne bar may be left on at night if the tibial 
torsion persists. Continuation of this treatment until 
the age of 3 or 4 years, with frequent checking for the 
recurrence of the deformity, constitutes the third stage 
of therapy. 


Orthopedic problems in 


METASTATIC 
CARCINOMA 


ARNOLD GERBER, D.O., M.Sc. 
Philadelphia, Pennsylvania 


ac that has metastasized to bone 
is a problem that will confront the orthopedist fre- 
quently in his practice. This may be encountered as a 
pathologic fracture or as a painful syndrome in the low- 
back or dorsal region of the spine. Treatment directed 
to the bone lesion will be presented later in this discus- 
sion, both local mechanical therapy and the over-all 
systemic approach to the disease affecting the osseous 
system. A review of the nature of the process is in 
order as an introduction and basis for the proper 
perusal of the problem. 


Classification 


Ten per cent of all types of carcinoma develop 
bone metastases.' The major primary sites of the can- 
cer which produces osseous metastases are considered 
to be the prostate, lung, kidney, breast, and thyroid. 
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Summary 


This paper surveys the first stage of treatment in 
33 cases of talipes equinovarus. The average age of the 
infant when casting was started was 20 days. The 
average time that casting was needed to produce over- 
correction of the deformity was 5 months. Four cases 
required surgery to complete the correction. The tech- 
nic of applying the corrective plaster of paris cast was 


described. 
Detroit Osteopathic Hospital 
12523 Third Ave. 
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This list is in order of frequency, according to Wein- 
mann and Sicher.? Coley' lists carcinoma of the breast 
as being the most frequent origin of metastases to the 
skeletal system, with the prostate second, then thyroid, 
and finally kidney. A study of metastatic tumors of the 
vertebral column seen at the State University of Iowa 
Hospitals in 1948 showed the following occurrence 
pattern :° 

Carcinoma of the breast 3 

Carcinoma of the prostate 

Hypernephroma 

Ewing’s tumor 

Chondrosarcoma 

Bronchogenic carcinoma 

Carcinoma of the skin 

Carcinoma of the rectum 

Carcinoma of the cervix 

Fibrosarcoma of the cervix 

Osteogenic sarcoma 


50 
This statistical survey included all metastatic le- 
sions and was not restricted to carcinoma, but it 
bears out the criteria set up by Coley’ in his classifi- 
cation of ossophile carcinomas (breast, prostate, thy- 
roid, and kidney) and ossophobe carcinomas (skin, oral 
cavity, esophagus, cervix, stomach, and rectum). 


Disease process 


The spread of carcinoma to bone from a primary 
site is by direct extensic.: of an overlying soft tissue 
tumor, by blood stream, and finally by retrograde lym- 
phatic channels. Blood stream metastases may inaugu- 
rate a lesion in any bone, although they are rarely seen 
below the elbow or knee. The spine, pelvis, and upper 
femora are the most likely sites of osseous metastases, 
because these sites are less dynamic than the distal 
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extremities and thus present a better local situation for 
the retention of carcinoma cells. The blood flow is 
slower, and cells are retained in the spongy cancellous 
bone. Metastasis is rare in cortical bone. Lymphatic 
spread affects bones closest to the primary site: ribs, 
dorsal spine, and skull in carcinoma of the breast ; and 
pelvis, sacrum, and lumbar spine in carcinoma of the 
prostate. Metastasis to the vertebral column from pelvic 
tumors depends upon the entrance of tumor-celled 
emboli directly into the vertebral venous system, by- 
passing the lungs. Borak’s® principle of the biology of 
bone metastases is that very slow growing carcinomas 
of certain histologic structure metastasize to bene with- 
out affecting viscera. 

There are two basic forms of skeletal metastases: 
osteolytic and osteoblastic. The former is usually the 
type of lesion seen roentgenologically with carcinoma 
of the breast, thyroid, and kidney, with bronchogenic 
carcinoma, and occasionally with gastrointestinal carci- 
noma. The osteoblastic lesion is typical of carcinoma of 
the prostate. This is actually a radiographic interpreta- 
tion and does not represent the true pathologic process, 
since there is no basic histologic difference in the host 
bone. 

The effects of carcinoma on bone are summarized 
in an excellent fashion in a recent article by Milch and 
Changus.® Their conclusions, based on microscopic 
study of 241 autopsies, are as follows: 

1. Bone metastases are blood-borne. Once estab- 
lished in a bone, further spread of the metastasis occurs 
at first within the bone along such preformed anatomic 
channels as the medullary cavity, and the Volkmann 
and haversian canals. After this, or frequently at the 
same time, interosseous permeation by tumor takes 
place. 

2. Bone destruction results from a direct mechani- 
cal pressure exerted by the tumor cells and/or from a 
physiochemical process at the bone surface, promoted 
by the tumor cells, which destroys the normally con- 
tinuous layer of cells covering and lining the surfaces 
of the bone crystals. 

3. Bone production is an attempt by the host bone 
to repair injury caused by cancer, invasion. It has not 
been shown that any abnormal substance is responsible 
for this aspect of repair phenomena. 

4. There is no essential histologic difference, inso- 
far as the host bone is concerned, between the “osteo- 
lytic” and “osteoblastic” cancer metastases ; the distinc- 
tion is quantitative. Qualitatively, the histologic appear- 
ance of predominantly destructive and predominantly 
productive cancer metastases are identical, and bone 
responses differ in degree and not in kind. The his- 
tologic details in any given cancer metastasis in bone 
can be considered as mechanical, based on the amount 
of new bone formed as a “stromal response” to the 
invasion. 

5. The histologic grade of the bone response rep- 
resents morphologically the results of two biological- 
rate phenomena: the rate of bone destruction and the 
rate of bone repair. An increased rate of tumor growth 
and the consequent increased rate of bone destruction 
are radiographically represented as an “osteolytic” le- 
sion. When the rate of bone repair is greater than the 
rate of destruction, the resulting lesion appears roent- 
genographically as “osteoblastic.” 

6. Progressive roentgenographic opacity of a can- 
cer metastasis in bone indicates bone repair, regardless 
of the site of the original neoplasm. Osteoblastic metas- 
tasis from carcinoma of the prostate gland and roent- 
genographically osteoblastic metastases from any other 
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site of origin represent instances of bone repair and 
not of “progression of disease.” 

7. The age and endocrine status of the patient are 
relevant only as concern the rate of tumor growth. In 
patients with neoplasms known to be affected by endo- 
crine therapy, there is generally a direct correlation 
between the histologic grade of bone response and the 
antemortem clinical findings. 

There does not appear to be much question that 
the basic osseous lesion is destructive or osteolytic in 
every case, and the presence of an osteoblastic reaction 
is the result of the surrounding connective tissue and 
not from the stroma of the carcinoma proper. The rea- 
son this osteoblastic lesion or characteristic is seen so 
frequently with cancer of the prostate, infrequently 
with cancer of the breast, and rarely with thyroid and 
kidney is explained by Weinmann and Sicher? as a 
phenomenon related to the high content of acid phos- 
phatase in metastatic carcinoma of the prostate. They 
also state that epithelial cells of the urinary bladder 
transplanted into connective tissue induce heterotopic 
formation of bone. 

When both osteoblastic and osteolytic lesions are 
seen in the same patient, it is usual for the osteolytic 
lesions to be in the skull and extremities. Osteoblastic 
lesions are far less prone to be the site of pathologic 
fracture. They are more likely to remain localized, their 
growth is slower, and with them there is a longer life 
expectancy. The latter three points are particularly true 
if the primary site is the breast, with the occasional 
presence of a so-called blastic lesion of bone. An osteo- 
blastic reaction is seen after x-ray therapy in cases of 
osteolytic metastases, and it is indicative of destruction 
of carcinoma cells. 

An essential point to mention is the possibility of 
osseous metastases without radiographic evidence.’ 
Radiogallium (Ga‘?) was suggested® for the detection 
of bone metastases before their appearance on roent- 
genograms. Twenty times more radiogallium is depos- 
ited in bony metastases than in normal bone; this has 
been checked in 12 cases. The use of bone marrow 
aspiration (sternum and ilium) to pick up metastatic 
cells of prostatic carcinoma proved? effective in 19 of 
57 patients. Of these 19 patients, 5 showed no x-ray 
evidence of metastasis. In this series, alkaline phospha- 
tase was elevated in 17 of the 28 with osseous metas- 
tasis and acid phosphatase in 15 of the 28. 


Treatment 


A more practical aspect is the consideration of 
what to do for the patient. The approach of the ortho- 
pedist should be optimistic and aggressive. Actual cure 
of the patient is unusual, but a more comfortable and 
useful life can be made for him with proper thought 
and action. 

Therapy consists of one or more of the following: 
(1) local therapy of surgical or supportive nature 
(open reduction, internal fixation, external skeletal 
fixation, casts, and braces); (2) local x-ray therapy; 
(3) systemic hormonal and steroid treatment; (4) sur- 
gical or radiologic sterilization or castration; (5) sys- 
temic radiotherapy through the use of certain radio- 
active drugs; and (6) supportive measures in the form 
of high protein diet, adequate calcium intake, vitamins, 
and analgesics. Infrequently neurologic procedures such 
as chordotomy or decompressive laminectomy are indi- 
cated. Platt? mentions the fact that occasionally amputa- 
tion or excision of a solitary tumor is justified if the 
patient is suffering excruciating pain. 
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The major problems confronting the orthopedist 
are skeletal pain and pathologic fracture. 

McLaughlin” expresses a definite preference for 
open reduction of pathologic fractures with intramedul- 
lary fixation. He feels that this is the wisest choice in 
fractures of the femur and humerus, which are the 
most frequent sites of pathologic fractures aside from 
the spine. The advantage of internal fixation is that 
although the outlook is hopeless for life, morbidity is 
reduced. The fracture will heal in a certain number of 
cases, although there is always the danger of refracture 
if an intramedullary nail is not used. A report" from 
the University of Pennsylvania Hospital concerning a 
series of 50 cases of pathologic fracture revealed that 
22 per cent healed. This fact indicates that nailing is 
superior to the use of casts for fractures of the hu- 
merus and femur which result from metastatic lesions. 
The frequently cited risk of producing a fungating 
mass at the site of surgery is usually minimal, because 
of the lack of soft tissue involvement at the time of 
fracture. In McLaughlin series, this did not occur. 

If the patient or his family refuses surgical inter- 
vention, simple casting or splints can be used to elimi- 
nate motion of the fragments and thus reduce pain. 
External skeletal fixation has been used by some, but 
it has the disadvantage of creating permanent sinus 
tracts while the device is still in place. I do not believe 
that it compares with intramedullary nailing or plating 
in the operative treatment of the metastatic osseous 
lesion with fracture. Intramedullary nailing can also be 
considered as a prophylactic procedure where a large 
osteolytic lesion is seen in the femur or humerus, prior 
to actual occurrence of fracture. Fracture or compres- 
sion phenomena of the spine can be adequately treated 
with body cast or full spinal brace to stabilize the area 
and prevent further collapse of the involved vertebrae. 
Support of the spine is particularly indicated during 
roentgen or hormonal therapy for metastatic cancer of 
the vertebrae. 

Local roentgen therapy of the metastatic osseous 
lesion, with or without fracture, is of palliative value. 
It will have a beneficial effect in decreasing the pain. 
In most instances, the effect of irradiation is not strik- 
ing in stimulating bone repair or healing fracture.’ In 
my own experience, local radiotherapy has been re- 
quested in every case of osseous metastasis. One word 
of warning in this respect is the fact that postradiation 
sarcoma does develop in bone. A study’® of seventeen 
cases of postradiation sarcoma of bone encountered at 
the Mayo Clinic revealed that three cases developed in 
previously normal bone. There is no question that the 
incidence of this complication is small, and the life sur- 
vival of the patient with metastatic cancer is not great, 
yet it would be most pathetic if such an entity should 
develop in a patient with a slow-growing metastatic 
cancer, who has been fairly well maintained with ther- 
apy up to that time. The advisability of radiotherapy 
should be discussed with the radiologist, and it should 
be upon his recommendation and under his direct super- 
vision that the therapy is ordered. 


Hormone therapy has shown definite value in the 
treatment of metastatic carcinoma, particularly if the 
site is the breast or prostate. With skeletal lesions from 
breast cancer, androgens are indicated in any stage of 
life. Estrogens are sometimes used in postmenopausal 
women, but do not have the same beneficial effect on 
osseous lesions, although they do cause soft tissue 
lesions to regress. Androgens are given in 50 to 100 
mg. doses, three times weekly. This is continued for 
2 to 3 months, since it takes that long for the beneficial 
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effects to become manifest. If after this period there is 
no apparent improvement either subjectively or objec- 
tively, the treatment is discontinued. If the disease is 
improved or stationary, the therapy should be discon- 
tinued and reinstituted if the lesion begins to show un- 
favorable progress. It is also advisable to switch to the 
opposite steroid if there is continued lack of favorable 
progress with the initial hormone of choice, for ex- 
ample substituting estrogen for testosterone proprio- 
nate.’*"* With androgen therapy, there is the possible 
complication of extension of the osseous lesion, particu- 
larly if the patient is confined to bed.** Also there may 
be a hypercalcemia, which can be treated with intra- 
venous sodium citrate.* X-ray therapy is very often 
used in conjunction with the steroids. 

In 1952, a report’® was presented in which testos- 
terone proprionate was used in the treatment of low- 
back pain caused by metastases or adenocarcinoma of 
the thyroid. The patient was a bedridden invalid who 
had not responded to any previous therapy. There was 
dramatic relief of pain with recalcification of the osteo- 
lytic lesions. Since testosterone proprionate has a stimu- 
ulating effect on bone metabolism, it may be indicated 
in the palliative treatment of osseous metastases from 
primary carcinomas arising from sites other than the 
breast. 

Estrogens are definitely indicated in the metastases 
from carcinoma of the prostate. Coley? reported that 
90 per cent of all cases are benefited by steroid therapy, 
which is usually given as stilbesterol by mouth. Pain is 
diminished or eliminated, and there does not appear to 
be further progress of the osteoblastic lesion. 

Sterilization and castration by surgical means have 
also been used effectively to help control metastases of 
breast and prostatic carcinoma. Ovarian sterilization in 
cases of breast carcinoma produces fill-in of eroded and 
lytic zones. Coley’ holds that ovarian sterilization is 
indicated only in breast cancer with osseous manifesta- 
tions, and his recommendation is for roentgen steriliza- 
tion with 2400 roentgens. Nathanson'* recommends 
ovariectomy in younger women for osseous metastases. 
He claims definite regression of symptoms and objec- 
tive findings with this procedure. Pelvic radiation 
favorably effects healing and inhibits the formation of 
skeletal metastatic lesions from the breast. 

Surgical castration in the male is routine for car- 
cinoma of the prostate, because of its known beneficial 
effects on the primary disease process and its inhibiting 
effects on extension into bone. 

The efficacy of radioactive drugs has been ques- 
tionable except for radioactive idoine (I***), which has 
had beneficial effects on skeletal metastases from cer- 
tain forms of properly treated thyroid carcinoma, that 
is, thyroid cancer in which there is a good uptake 
of radioactive iodine and the primary lesion has been 
ablated, either with radiotherapy or surgery. Radiogal- 
lium has been described in one article* as beneficial in 
metastatic carcinoma of the bone, but I have not read 
anything further in respect to this treatment, nor has 
questioning radiologists and oncologists on this modal- 
ity brought forth any further information relative to 
its use. In the article in question, radiogallium is said 
to reduce the pain of the bone lesion. 

Treatment also includes adequate control of pain 
when other forms of therapy described do not alleviate 
distress. This treatment may vary from simple anal- 
gesics to narcotics. I have used cobra venom to ease 
pain with variable results. Chordotomy may have to be 
considered in those cases of intractable pain which do 
not respond to simpler measures. 
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Conclusion 


A brief resume of the problem of skeletal metas- 
tases, from the biologic and therapeutic standpoints, 
has been presented. It is my opinion, along with others, 
that a do-nothing attitude is uncalled for. Patients can 
be helped with a decrease in morbidity and suffering, 
and in some cases a prolongation of life. 


5040 Chestnut Street. 
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THE BONE 
GRAFT 


HAROLD E. CLYBOURNE, D.O., F.A.C.O.S. 
Columbus, Ohio 


I HE PROBLEM OF PERFORMING a success- 
ful bone graft is one which has held the interest of 
surgeons and research workers for many years. Con- 
tinuous experimentation and study have been carried 
on until at the present time the technic of bone grafting 
has become another of the fundamental operative pro- 
cedures of orthopedic surgery. 


Historical background 


In reading back through the literature, it becomes 
evident that present day methods and concepts are the 
result of over 250 years of research on the problem. 
According to Bick,’ Salmon, in 1697, replaced large 
splinters of a bone after it had been shattered by gun- 
shot, “that they might be joined together by callus.” 
The grafting of animal bone (heteroplasty) to replace 
bone defects in the human skeleton has been attempted 
with very poor results since the earliest stages of 
surgery. 

In 1880, Macewin resected the shaft of a humerus 
and inserted small chips of human bone beneath the 
periosteum. These grafts took and a new shaft was 
formed. This was the first recorded successful homoge- 
nous bone graft surgery.’ 

In 1911, Albee developed the type of bone graft 
surgery that we know today by introduction of his 
newly developed technic in which an autogenous bone 
graft was transplanted to a bed of cancellous bone in a 
one-stage operation. As his experience increased, he im- 
proved his technic and at the same time developed the 
electric saw and many other instruments which are still 
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in use in bone graft surgery. His book, “Orthopedic 
and Reconstruction Surgery,’? which was published in 
1919, was the “bible” of orthopedic surgeons for many 
years. In going through this book today, it is interesting 
to note how many of the technics described are still 
in use. 

The fate of the bone graft has been a matter of 
speculation for many years; even now it is a question 
in the minds of research workers. In a careful review 
of the literature, Chase and Herndon’ state that in 1739 
Duhamel began his recorded experiments on the prob- 
lem of osteogenesis. At this time he placed silver wires 
subperiosteally, and when examining them weeks later, 
found that they were covered with newly formed bone. 
From this experiment he concluded that this new bone 
was produced through the osteogenic property of the 
periosteum. 

In 1836, Heine totally resected ribs subperiosteally, 
and when full regeneration of the ribs was found, he 
added his writings to those of Duhamel to support the 
theory that periosteum was osteogenic. This theory 
received further support and impetus in 1842 when 
Flourens reported further experimental evidence that 
periosteum was the chief factor in the healing of bone 
defects.* 

All of this research work stimulated arguments pro 
and con until 1907 and 1909 when Axhausen, after 
exhaustive and scientifically planned experiments, re- 
ported that periosteum has pronounced osteogenic prop- 
erties. These properties are most marked in autografts, 
less marked in homografts, and practically nonexistent 
in heterografts. He further stated his belief that all 
transplanted bone dies, but that most of the periosteum 
survives and is the source of active osteogenesis. It is 
yery interesting to note that these views are generally 
accepted today. Chase and Herndon* report, after a 
review of 1,500 articles, that present-day knowledge of 
the histologic fate of bone following transplantation is 
but little changed from the views originally presented 
by Axhausen. 


Use and types 


Following are the conditions in which bone grafts 
are used: (1) to promote union, provide fixation, and 
fill defects in delayed union, malunion, fresh fractures, 
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or osteotomies ; (2) to eradicate cavities or defects from 
bone cysts or tumors; (3) to establish union in pseu- 
darthrosis ; (4) to bridge major defects in or to re-es- 
tablish the continuity of a long bone; and (5) to bridge 
a joint and thus provide arthrodesis.* 

Bone grafts are composed of cortical bone, cancel- 
lous bone, or a combination of the two. Cortical bone 
provides fixation, while cancellous bone provides osteo- 
genesis. In planning the use of a graft, the surgeon 
should always bear these properties in mind and choose 
his graft accordingly. 

Grafts are autogenous when the patient is his own 
bone donor. If the graft is taken from another human 
being, it is known as a homogenous graft, while the 
graft taken from another species is known as a hetero- 
genous graft. Autogenous grafts are generally removed 
from the tibia, fibula, rib, or ilium. The tibia provides 
cortical grafts, the fibula and rib the whole bone trans- 
plant, and the ilium the cancellous graft. 

Until recent years the tibia has been the principal 
donor site but experience has changed this because of 
the following disadvantages connected with its use: (1) 
removal of the graft from the tibia adds to the length 
and magnitude of the surgical procedure; (2) hospital- 
ization and convalescence are prolonged, and ambula- 
tion must be delayed until the defect in the tibia has 
become partially healed ; and (3) the tibia must be care- 
fully protected for from 6 months to a year to prevent 
its fracture. However, it is possible to remove the prox- 
imal two-thirds of the fibula without materially dis- 
abling the leg. The proximal end of the fibula is so 
shaped that it is an ideal transplant for the distal end 
of the radius or fibula.* 

The rib forms an excellent graft for the mandible 
and is used in many reconstructive procedures in plastic 
surgery. As stated before, if removed subperiosteally, it 
regenerates almost completely. 

Cancellous bone is generally obtained from the 
ilium and fulfills all the requirements of a bone graft 
with the exception of strength. Cancellous bone grafts 
unite with the host bone much more rapidly than do 
cortical grafts. This cancellous bone can be obtained 
from the ilium as multiple slivers, or chip grafts, or 
the outer cortex can be removed along with the neces- 
sary amount of cancellous bone to give a combination 
of types of graft. If only cancellous bone is required, 
a small window can be cut in the cortex of the ilium 
and a large curette used to remove the necessary 
amount. A small amount of cancellous bone can also be 
removed from the proximal end of the tibia in the 
same manner. 


A homogenous bone graft is also known as a 
syngenesioplastic graft if the donor is a relative of the 
patient. This type of graft has been used to good ad- 
vantage in small children whose donor sites were too 
small to provide large enough cortical grafts to bridge 
defects properly or to produce enough cancellous bone 
to eradicate a large cavity or cyst, or where there is 
a possibility of injuring an epiphysis with resultant 
growth disturbance or deformity. In children, the ho- 
mogenous graft is usually removed from one of the par- 
ents. Blood type or Rh factors do not interfere with the 
use of homogenous grafts, but the donor should be 
checked very carefully for malaria, malignancy, tuber- 
culosis, and syphilis. 

Heterogenous bone grafts are those which are 
taken from some other species to replace defects in the 
human skeleton. This particular type of grafting has 
been attempted almost from the beginning of surgery. 
Although the results obtained from the use of hetero- 
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genous bone have been very poor in comparison with 
those obtained from the autogenous and homogenous 
bone, experimental work along this line is still being 
carried on. Interest in the heterogenous bone graft has 
increased since the advent of the bone bank. 

In 1949, Judet, Judet, and Arviset® found that 
frozen calf bone could be used with results comparable 
to those obtained from frozen human bone. In 1953, 
Guilleminet, Stagnara, and Dubost Perrett® reported a 
series of 80 cases in which frozen calf bone was used, 
with only 10 per cent failure. Terhune and Shannon‘ 
reported 27 major bone graft cases, with 20 per cent 
nonunion. 

Recently, E. J. Tucker® has conducted an exhaus- 
tive study on the use of heterogenous grafts of’ calf 
bone stored in bovine plasma, with some very interest- 
ing and encouraging results. He states: 


Since the bone bank has become such a necessary adjunct to 
orthopedic surgery, more interest is present in this material for 
several other well-recognized reasons: (1) orthopaedic proce- 
dures are greatly simplified; (2) this bone is available at all 
times; (3) there is freedom from danger of syphilis and from 
a hepatitis virus contamination; (4) the material is obtained 
immediately after death; (5) there is no legal question involved 
in obtaining the bone. 


Tucker obtains calf bone under sterile conditions 
and stores it in 20 per cent bovine plasma in physiologic 
saline. One million units of pencillin and 2 grams of 
streptomycin are added to each liter of the solution. 
This is then sealed and stored at 40 F. for 14 days, then 
tested with anaerobic and aerobic media and by guinea 
pig inoculation. If sterile, the bone is then changed to a 
fresh plasma solution and a final culture is made of this 
solution. Tucker claims only 5 contaminations out of 
150 cultures. 

All patients on whom this type of bone graft is to 
be used are given a sensitivity test prior to surgery. 
However, this type of graft should be withheld only 
from patients with a strong sensitivity reaction. Since 
the storage solution contains penicillin G and strepto- 
mycin, patients should also be checked carefully for any 
history of allergy to these drugs. Before use, the graft 
should be put through several washings of normal 
saline solution to safeguard against reaction. 

Tucker® states that by preserving calf bone in 
bovine serum at a low metabolic temperature it was 
found experimentally that: 

1. Bone cells remain intact for long periods. 

2. Unorganized elastic and collagenous fibrous pro- 
liferation takes place on the cut surface of the bone. 

3. Little alteration of bone structure occurs. 

4. Freezing destroys the bone cells and alters struc- 
ture. 

5. No untoward reaction occurs between human 
bone preserved in human plasma and calf bone, and no 
untoward reaction occurs between calf bone preserved 
in bovine plasma and human bone. 

6. Marked reaction does occur between frozen hu- 
man bone and calf bone. 

7. Heterogenous bone preserved in plasma unites 
with greater rapidity than frozen bone. 

His clinical results in 22 cases in which he used 
cultured calf bone grafts were: 

1. No reaction took place between cultured calf 
bone grafts and those of human beings. 

2. Only 1 case of nonunion occurred in this series ; 
this was an instance of posterior bone bloc in which 
the graft was separated from its bed by trauma. 

3. Clear, serous drainage was observed in 2 cases 
in which unusually large grafts were used. Both of 
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these healed spontaneously, and the serous drainage did 
not interfere with the union of the graft. 

4. No postoperative infections occurred. 

His conclusion that cultured calf bone was satis- 
factory as a bone graft was for the following reasons: 

1. Unlimited quantities of cultured calf bone can 
be made available. 

2. Storage and transportation problems are at a 
minimum. 

3. There is no danger of latent syphilis or a hepa- 
titis virus transmission. 

4. The sterility of the bone graft is more sure, 
since there were no postoperative infections in this 
series of 22 cases. 

5. Cultured calf bone encourages early union, and 
no heterogenous bone reactions have been observed, 
even with use of large quantities. While this series of 
22 cases is small, I am of the opinion that Tucker may 
have laid the foundation for considerable improvement 
in the use of the bone bank and heterogenous bone 
grafts. 


Repair process 


Most research workers are of the opinion that a 
bone graft does not live after its transplantation. They 
do agree that within a few weeks vessels grow into the 
graft from the transplanted and host periosteum as well 
as from the host bone itself.° These vessels are accom- 
panied by periosteal and endosteal osteoblasts which 
transform the dead bone of the graft into living bone. 
The superior osteogenic qualities of cancellous bone 
arise from the extensive endosteal surfaces and the 
numerous accommodation spaces which allow early 
revascularization and osteogenesis. The best results are 
obtained by using autogenous periosteum and endos- 
teum covered grafts, by the early establishment of the 
interrupted circulation of the graft, and by complete 
and prolonged immobilization of the grafted part.‘ 

Although grafts aid greatly in the reactivating 
process of bone repair, they cannot maintain the stabil- 
ity of the fracture indefinitely and will eventually frac- 
ture unless the fragment ends unite by end-to-end 
endosteal and periosteal callus. Therefore, after removal 
of the cast, the extremity must be protected by means 
of a brace until there is conclusive x-ray evidence of 
complete union. 


Selection of patients 


Before applying the graft, careful evaluation of 
the condition of the soft parts over the defect in the 
bone is as important as the evaluation of the bone to be 
grafted. The primary conditions necessary for a suc- 
cessful graft are vascular host bone and soft tissue in- 
vestment. Avascularity and infection are the two most 
common causes for the failure of a bone graft opera- 
tion. The presence of an active infection or of a drain- 
ing sinus, even of a low-grade type, contraindicates any 
type of a grafting procedure. Extensive scar formation 
of the skin and deep tissues is another condition which 
has to be eliminated before an attempt at bone grafting 
is made. Care should also be taken to remove all local 
inhibiting factors such as separation of the fragments, 
interposition of scar tissue, and the sealing off of the 
medullary canals at the ends of the fragments. After 
all of these factors have been eliminated, the mechanical 
fixation and the stimulation of osteogenesis by the bone 
graft will hasten the reparative process of callus for- 
mation. 
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Operative technic 


Types of grafts vary according to the types of 
fracture involved. 

The single onlay cortical graft is the simplest and 
most effective procedure for treating most ununited 
diaphyseal fractures. The cortical bone is usually sup- 
plemented by cancellous bone for osteogenic purposes. 
This type of graft was first developed by Henderson 
and later modified by Campbell, who wished to develop 
a graft which would give absolute fixation and at the 
same time promote osteogenesis.* 

The single onlay cortical graft is applicable to the 
treatment for nonunion of the shaft of any long bone. 
The host site is prepared by removing a portion of the 
outer cortical layer to provide a flat surface the width 
of the graft and 3 to 4 inches of length on each frag- 
ment of the host bone. The graft is secured in position 
by the use of screws, and cancellous bone from the 
donor site is placed around the fracture site. Fixation 
must be strong enough to prevent motion at the frac- 
ture site. 

The essentials for a good onlay graft are: (1) a 
good raw-bone bed; (2) firm mechanical fixation; (3) 
placement of the graft so that there is no tension 
on it; and (4) healthy tissue and skin over the graft. 

The dual onlay graft is especially suited for use 
near a joint because of its forceps-like action. This re- 
sults in relatively good stability in an area which is 
hard to immobilize. The use of this type of graft is also 
indicated in the case of osteoporotic bone. It is a good 
type to use in briding defects since the two grafts give 
a better mechanical fixation than that obtained by the 
use of the single onlay graft. The two grafts not only 
add strength and stability, but also form a trough into 
which cancellous bone can be packed. Neither the single 
nor the double onlay graft is as popular as it once was. 
Although 92.8 per cent healing was reported with this 
type of graft at one time, it is now suggested that a 
whole fibular graft can be used to better advantage in 
the upper extremity than either type of onlay graft. 

The inlay graft, while not as popular as previously, 
is still useful in certain cases for the treatment of non- 
union, where splinting as well as osteogenesis is needed. 
This graft should consist of all three elements of bone: 
periosteum, endosteum, and cortex. 

There are many variations of the simple inlay 
graft. The most common is the sliding inlay graft, in 
which a long fragment of the graft is slid down over 
the fracture line and the short fragment is placed in the 
opposite end of the trough. The graft is then fixed with 
metallic screws. 

Gallie and Lemesurier’® cut a large diamond- 
shaped segment 4 to 5 inches long from both fragments 
of the fractured bone, with the wide central portion at 
the fracture line. A graft of a slightly larger size is 
removed from the tibia and wedged into place. How- 
ever, fixation is difficult to maintain with this type 
of graft. 

Whole fibular shaft grafts are used to bridge de- 
fects in the radius or ulna. The tubular structure of the 
fibular shaft is much stronger than a tibial graft with 
an equal amount of cortical bone. The fibular graft does 
not increase the size of the forearm so the wound is 
easily closed without tension. As stated before, two- 
thirds of the proximal end of the fibula can be removed 
without materially disabling the leg. The proximal end 
of the fibula is so shaped that it is an ideal transplant 
for the distal end of the radius, and it can be used for 
the distal end of the fibula as well. 
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In 1931, Gibson" devised a tibial graft with clefts 
at each end to grasp the under spinous processes of the 
proximal and distal ends of the fusion area of the spine. 
Later Bosworth’? devised the double clothespin or “H”’ 
graft, taken from the ilium especially for lumbosacral 
fusions. This graft is reinforced with strips of cancel- 
lous bone. By flexion of the lumbosacral spine at the 
time of the insertion of the graft, the degree of lordosis 
is reduced, the lumbosacral joint is wedged open, and 
the lumbosacral articular facets are restored to a more 
normal relationship with an increase in the lumen of 
the intervertebral foramen. In using this graft, it is 
important that the laminae be denuded and cortical bone 
packed around the entire area.** 

It is my practice to place the patient in an exten- 
sion cast several days before surgery, and then bivalve 
the cast and prepare it for reapplication immediately 
after surgery. The patient is kept in this cast for 8 
weeks, after which he is fitted in a Jewett brace, which 
is worn until radiographic studies show that the graft 
is solid. I use the ‘“H” type of graft more than any 
other. 
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Treatment 
of vertebral body 


COMPRESSION 
FRACTURES 


JACK D. HUTCHISON, D.O. 
Columbus, Ohio 


L HAS BEEN ESTIMATED by Watson-Jones' 
that approximately 80 per cent of vertebral fractures 
are simple and recovery is to be expected. Key and 
Conwell? estimate that 50 per cent of vertebral frac- 
tures are of the simple compression type and involve 
the vertebral body only. 

It is the intent of the following discussion to pre- 
sent a method of handling vertebral compression frac- 
tures which I feel is superior to the two extremes of 
treatment—on the one hand, that of bed rest and inade- 
quate immobilization in a Taylor or similar type brace 
and, on the other hand, the cumbersome method of im- 
mobilization for a prolonged period in a plaster body 
cast. 

By way of review, compression fractures of the 
vertebral bodies are usually the result of hyperflexion 
injury which occurs when the patient falls from a 
height and alights on his feet or buttocks, or when he is 
struck on the shoulders or upper thoracic area by a 
heavy falling object. The compressing force frac- 
tures the upper vertebral plate with resulting decreased 
anterior marginal depth ranging from a minimum to 50 
per cent or more.” 

Approximately 70 per cent of the fractures occur 
at the lumbodorsal junction, involving the twelfth 
thoracic and/or first lumbar vertebra. The fifth lumbar 
vertebra is less frequently injured, and is involved in 
acute flexion injuries in the lower lumbar area.” 

It should be stated that when vertebral fractures 
occur in patients at the fourth decade or older, the 
physician should be suspicious of a pathologic condi- 
tion, especially if only minor trauma is involved. If an 
underlying bone disease is evident, further steps must 
be taken to determine the pathologic process present. 
In these patients, critical x-ray examination and physi- 
cal examination must be done, along with taking of a 
complete history. Laboratory examinations should in- 
clude complete blood count, Kahn test, and urine 
studies, including Bence-Jones protein and both serum 
alkaline and acid phosphatase determinations. Spinal 
fluid Kahn should also be done in all suspected syphilitic 
infections. 

On clinical examination, the most reliable signs 
indicating vertebral compression fracture are pain elicit- 
ed on percussion of the spinous processes and appre- 
ciable paravertebral muscle splinting about the site of 
injury. Both anteroposterior and lateral x-ray views of 
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the entire thoracic and lumbar spine should be taken in 
all cases where fracture is suspected, because of the 
possibility of multiple fractures in flexion injuries. 
Adequate neurologic examination should also be in- 
cluded, evaluating lower extremity reflexes, active 
muscle function and coordination, and sensory reac- 
tions. 

The statement, “he broke his back,” has long car- 
ried with it a serious implication in the minds of both 
physician and layman. It is true that some fractures and 
fracture dislocations are serious because of extensive 
injury to the spinal cord, especially depending on the 
level of the injury. However, in the great majority of 
cases, a simple compression injury of the vertebral body 
is not serious, and it is the surgeon’s responsibility to 
reassure the patient that no spinal cord damage has 
occurred or is imminent, and that recovery is the rule. 


Treatment 


Following is an outline of treatment which has 
been used during the past 3 years in patients with ver- 
tebral compression fractures ranging from minor com- 
pressions to 50 per cent loss of vertebral body depth. 

The patient is placed on a regular hospital bed in 
the reverse position (the patient’s head at the foot of 
the bed), with the knee lift raised slightly at the point 
of fracture, thus causing hyperextension of the spine. 
The hyperextension is gradually increased within the 
patient’s pain tolerance over the next 24 or 48 hours, 
and gradual reduction of the fracture is acomplished. 
In the meantime, adequate sedation and analgesia are 
used to control the patient’s discomfort. Urecholine, 5 
mg. three or four times daily, and enemas as needed 
are used to control urinary retention and moderate 
ileus, which are common complications of these in- 
juries. Hyperextension is continued for 3 to 5 days 
until the patient can be immobilized in a Jewett hyper- 
extension brace.* 

At this point, it may be well to describe the differ- 
ence between the hyperextension type of brace and the 
ordinary back brace with two upright bars, of the Tay- 
lor or Knight type. The principle of the hyperexten- 
sion brace is the same as that of the plaster body cast, 
in which 3-point pressure is exerted on the trunk to 
maintain the spine in a position of hyperextension. It 
is constructed with padded plates over the manubrium 
and symphysis which are connected by a vertical bar 
on either side. Two metallic straps extend over the 
fracture site through a plastic pad in back and are 
anchored to either side. When the straps are tightened, 
3-point pressure is accomplished. 

Jewett® states that the hyperextension brace op- 
erates on the principle of a bow or seesaw, so that 
when the patient wearing this brace bends forward or 
sits down, there is no alteration in the hyperextension 
of the spine because firm metal fixation holds the sym- 
physis, the sternum, and the lumbar portion of the 
spine in their normal interrelations. 

The Taylor brace has only one supposedly fixed 
point, the pelvic girdle; the rest of the spine has to be 
supported from this one area by the posterior metal 
bar. Even if the brace is carefully applied, the dorsal 
part of the spine will almost invariably pull away from 
the top of the brace when the patient bends forward. 
Also, the burden of support of the upper part of the 
spine generally is borne by shoulder straps or pectoral 
pads, the anchorage again being transmitted down to 
the pelvic girdle. 

With use of the hyperextension brace, the patient 
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is made ambulatory and started on rehabilitative exer- 
cises as soon as he is fitted. Exercises include lying in 
a prone position and hyperextending first the upper 
trunk and shoulders, and then the lower extremities, 
with the knees kept straight. The patient also turns 
to the supine position and does straight leg raising exer- 
cises. Gluteal contracting exercises are also done regu- 
larly. The importance of rehabilitative exercises in the 
regaining of good muscle tone and early fracture heal- 
ing is emphasized. 

The brace is worn until there is radiologic evidence 
of stabilization of the vertebral fracture. At first, the 
brace is discarded during the early hours of the day 
and reapplied the latter half of the day when muscle 
fatigue is more likely to occur. The average duration 
of immobilization is 6 to 7 months. 


Results of treatment 


A total of 23 patients was treated by this method 
over a 2-year period, and results have been generally 
good in those on whom follow-up has been possible, 
for a period of 2 years after the brace was removed. A 
total of 11 males and 12 females was included in the 
study; the twelfth thoracic vertebra was the fracture 
site in 7, the first lumbar in 8, the fifth lumbar in 3, and 
in the 5 remaining, the second, third, and fourth lumbar 
and sixth thoracic vertebrae. The average time in the 
brace was approximately 614 months. Results were 
considered good in all cases except in one 64-year-old 
male, who had appreciable hypertrophic lumbar arthri- 
tis. One patient was lost to follow-up. 

It should be noted that complete anatomic reduction 
of all the fractures was not accomplished by the gradual 
hyperextension method as outlined above. However, in 
the patients treated in this series, after 2 years follow- 
up, this has not seemed to affect the final result in those 


TABLE I—SUMMARY OF 23 CASES 


Case Location Length of time End 
No. Age Sex of fracture immobilized result 
1 50 F 12th thoracic 7 months Good 
2 78 F lst lumbar 5 months Good 
3 60 F 12th thoracic 6 months Good 
4 59 M 12th thoracic 6%4 months Good 
5 64 M lst lumbar 6 months Good 
6 60 M 2nd lumbar 6 months Good 
7 60 F 12th thoracic 7 months Good 
8 64 M 4th lumbar 6 months Fair 
9 45 M Ist lumbar 7 months Good 
10 51 M 1st lumbar 6 months Good 
11 63 M 2nd lumbar 6 months Good 
12 65 F 12th thoracic 7 months Good 
13 33 M 5th lumbar 7 months Good 
14 51 F lst lumbar 6% months Good 
15 64 M 12th thoracic Lost to 
follow-up 

16 70 F 6th thoracic 7 months Good 
17 18 M 5th, 6th and 

7th thoracic 5 months Goo:l 
18 67 #F 12th thoracic 7% months Good 
19 65 F 4th, 5th and 

8th thoracic 

and Ist and 

5th lumbar 7 months Good 
20 51 F Ist lumbar 10 months Fair 
21 60 F 11th thoracic 6 months Good 

and 5th 

lumbar 
22 75 F 2nd and 3rd 8 months Good 

lumbar 
23 44 M lst lumbar 8 months Good 
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patients who were immobilized long enough and who 
were faithful in doing the rehabilitative exercises. 

I believe there are several advantages in the method 
just outlined in both reduction of the fracture by grad- 
ual hyperextension and immobilization in a Jewett 
brace. General anesthesia is not needed ; immobilization 
is adequate in a brace which is light and comfortable. 
The patient can bathe quite satisfactorily with the brace 
on and most clothing can be easily worn over it. 


Summary 


A brief review of the mechanism of injury and the 
diagnosis of vertebral compression fractures has been 
presented. A simple and effective method of treatment 


NEUROGENIC SARCOMA 


by immobilization in hyperextension with a Jewett brace 
has been outlined. The advantages of this method have 
been pointed out, and a series of 23 cases thus treated 


has been presented in Table I. 
117 W. Third Ave. 
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Differential diagnosis and treatment, 


JOHN DOUGLAS SEGEL, A.B., D.O. 


Los Angeles, California 


L WAS PROPOSED AT first that the topic of this 
paper be limited to neurogenic sarcoma, but the discus- 
sion of any malignancy would not be complete if it did 
not include a survey of those benign neoplasms simulat- 
ing it and an evaluation of their malignant potentials. 

When considering neoplasms of the peripheral 
nerves, the term “neuroma” comes to mind, so a review 
is in order. The terms “traumatic,” “amputation,” or 
“false” neuroma apply to the proliferative mass of 
Schwann cells with mesodermal elements and neurites 
that develops at the proximal end of an injured nerve. 
It is a response to trauma, but not a true neoplasm. 
“True” neuromas, which are very rare, are composed 
of coiled masses of axis cylinders of varying size, in- 
vested with their membranes. It is thought by many 
investigators’ that these rare “true” neuromas may be 
developmental defects. The development of a true neo- 
plasm from either type of neuroma has not been re- 
corded. 

The most frequently seen benign neoplasm arising 
from a peripheral nerve is either a neurilemmoma or a 
neurofibroma. Authorities agree that the neuroectoder- 
mal Schwann cell is the most active participant in either 
of these tumors.” A brief resume of these two benign 
tumors of the peripheral nerves is essential for a better 
understanding of the neurogenic sarcoma. 


Neurilemmoma 
Synonyms for this neoplasm are many and include 
neurinoma, schwannoma, perineural fibroblastoma, 


peripheral glioma, and specific nerve sheath tumor. In 
1910, Verocay* first described the histology of this 
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with presentation of three cases 


tumor and named it “neurinoma,” mistaking the pres- 
ence of many parallel fibers for neuraxonus. 

Neurilemmoma is a specific tumor, arising from 
the Schwann cells forming the sheath of a nerve which 
is derived from the neural crest, and hence is ectoder- 
mal in origin. It may form in peripheral, cranial, or 
sympathetic nerves. Those tumors involving the ex- 
tremities are most commonly found on the flexor aspect, 
where the large nerve trunks are present. They tend 
to be localized near the elbow, wrist, or knee, and occa- 
sionally in the ankle or groin areas, but do not involve 
the joint. 

When small, the gross shape of the tumor is round 
or fusiform, and it is encapsulated. The tumor is solid 
when small, but as it grows larger, degeneration will 
occur with cystic changes. It is solitary early, but be- 
comes multiloculated as it increases in size. These 
tumors will, in the majority of cases, be found attached 
to a readily recognized nerve, but occasionally the nerve 
is so small that it is overlooked by the surgeon. The 
histologic structure of a neurilemmoma is quite typical 
and may exhibit either a palisade type A with Verocay 
bodies or the reticular myxomatous type B with spindle 
cell components.’ A common feature in both types is 
the tendency for the long slender cells and nuclei to be 
arranged in parallel fashion, which always suggests a 
nerve sheath origin. 

Clinically, this tumor shows an equal sexual dis- 
tribution. It may occur at any age, but is most common 
in the middle and late years of life. The usual reason 
for the patient to come to the physician is the presence 
of a neoplasm assuming large proportions. In the ma- 
jority of cases there is no pain, paresthesia, hypoesthe- 
sia, or loss of motor power of the muscles supplied by 
the involved nerve. The lack of neurologic signs is 
attributed to the tumor forming a rounded or spindle- 
shaped mass through which the nerve fibers pass in 
widely separated groups, but with little, if any, damage 
to the axis cylinders. When neurologic signs are pres- 
ent in a tumor of the extremity, they offer a clue that 
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the neoplasm may have arisen from a peripheral nerve, 
but a lack of neurologic signs does not free the periph- 
eral nerve from suspicion. 

The malignant potential of a neurilemmoma is nil.* 
Although several cases of apparent malignant metamor- 
phosis of a neurilemmoma have been reported in the 
older literature,”* in none of these is the evidence of 
sufficient weight to permit a positive statement that this 
change has ever occurred. Stout® studied 144 of these 
tumors and none showed any evidence of malignancy 
or transformation to a malignant neoplasm. 

The proper treatment of these tumors would there- 
fore be surgical removal, but with avoidance of unnec- 
essary injury to important nerve trunks, even at the 
risk of not removing all of the capsule. These tumors 
rarely recur, even if the capsule is not completely re- 
moved. The tumor can usually be “shelled out” follow- 
ing splitting of the nerve sheath, without sacrificing any 
of the nerve fibers. 


Neurofibroma 


Neurofibroma or neurofibromatosis is so closely 
associated with von Recklinghausen’s disease that it is 
often forgotten that a neurofibroma commonly occurs 
as a solitary tumor, with none of the stigmata associat- 
ed with von Recklinghausen’s disease. 

Neurofibroma can assume various forms, depend- 
ing on its location in relation to the peripheral nerve. 
If the growth of Schwannian syncytium and fibrous 
elements occurs inside the perineurium, that portion of 
the nerve becomes thickened and fusiform or tortuous 
in shape. This is called a plexiform neurofibroma, and 
it occurs in the subcutaneous and deep fascial planes 
of the extremity. If the neoplasm occurs nearer the 
skin surface where the nerve bundles are near or at the 
end of their terminals, a tumor results which is not 
encapsulated but forms a circumscribed localized nod- 
ule. These are the characteristic neurofibromas of von 
Recklinghausen’s disease. In the skin and subcutaneous 
tissues, there sometimes occurs an extension of the 
Schwannian and fibrous tissue from the nerve which 
may increase the bulk of the affected area to an enor- 
mous extent, producing a localized elephantiasis. Pen- 
field*® states that the term “neurofibroma” must be un- 
derstood to signify a neoplasm which contains both 
neurogenic elements and connective tissue. 

By palpation or at surgical exploration, the neurofi- 
broma may be undistinguishable from a neurilemmoma. 
The presence or absence of von Recklinghausen’s dis- 
ease offers little help in the clinical differentiation be- 
tween neurilemmoma and neurofibroma, as neurilem- 
moma is occasionally found in this entity. As has been 
previously stated, the malignant potential of a neurilem- 
moma is nil, but the serious nature of the neurofibroma 
is often overlooked. 

Approximately one half of the cases of neurogenic 
sarcoma arise from neurofibromas associated with von 
Recklinghausen’s disease, and the remainder arise from 
the solitary neurofibroma. Vieta and Pack," reporting 
on 13 cases of neurogenic sarcoma, found 9 of their pa- 
tients to have no stigmata of von Recklinghausen’s dis- 
ease, and they attribute the origin of the malignancy to 
be a solitary neurofibroma. Hosoi’? reports that in 10 
to 15 per cent of patients with neurofibromatosis, a 
neurofibroma undergoes malignant changes and that 
this is a frequent cause of death in von Recklinghau- 
sen’s disease. The Memorial Hospital School group, 
headed by James Ewing, has come to believe that the 
majority, if not all, of the malignant spindle cell sar- 
comas of the deeper tissues of limb and trunk arise 
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from the peripheral nerves. In the second edition of 
Ewing’s “Neoplastic Diseases,” published in 1922, there 
occurs the following statement: “It is probable that the 
great majority of fibromas and fibrosarcomas of the 
deeper tissues of limb and trunk are of neurogenic 
origin.”** In the third edition (1928) there occurs the 
statement: “The great majority of spindle cell sar- 
comas of the extremities are-of neurogenic origin and 
should be classed with neurofibroma, but it is probable 
that in comparatively rare cases tumors arise from 
other structures not connected with the nerve trunks or 
filaments.”’?* Lichtenstein® mentions the possibility that 
fibrosarcomas of the skeletal system may conceivably 
represent malignant neurogenic tumors arising in the 
bone. Thus, it is apparent that the neurofibroma, 
whether or not it is associated with von Recklinghau- 
sen’s disease, will frequently undergo malignant changes 
and become a neurogenic sarcoma. 


Neurogenic sarcoma 


Synonyms of this neoplasm include fibrosarcoma 
of peripheral nerve, malignant neurofibroma, malignant 
neurilemmoma, and malignant schwannoma. Termi- 
nology is somewhat confusing, in that the neural crest 
from which the neurogenic elements of this neoplasm 
are derived is ectodermal in origin and not wholly meso- 
dermal, as the name would imply. Also, the use of the 
terms “malignant neurilemmoma” and “malignant 
schwannoma” adds to the confusion in terminology, as 
an authentic malignant transformation of a neurilem- 
moma (schwannoma) is nonexistent as far as can be 
concluded from reports in the literature. The impres- 
sion exists that neurogenic sarcoma is a rarity, but this 
would seem to be simply because it goes unrecognized. 

Neurogenic sarcoma may develop at any age, but 
it is more common in the later years of life. Sites of 
predilection for this neoplasm in the extremities are 
identical to those given for neurilemmoma. The patient 
will relate having had a noticeable tumor in the extrem- 
ity for some time, usually a year or more. The present- 
ing complaint will be an increase in growth of the mass, 
and rarely pain or neurologic symptoms. Often the pa- 
tient will relate that a “simple” tumor was removed 
from the same site and that the tumor has now grown 
back. 

Neurogenic sarcoma is a relatively slow-growing 
neoplasm which remains localized for some time, unless 
stimulated by incomplete surgery. At clinical examina- 
tion and/or at surgical exploration, neurogenic sarcoma 
may mimic either neurilemmoma or neurofibroma. The 
neoplasm may remain confined within the nerve sheath, 
expanding it, and reach large proportions without show- 
ing any noticeable gross invasion of the adjacent soft 
tissues. However, the encapsulation can be shown his- 
tologically to contain viable neoplastic cells, and, in dis- 
secting the tumor free, points of adherence to the sur- 
rounding tissues serve as foci for local recurrence if 
the neoplasms are not removed in toto. Another reason 
given for the frequent recurrence of these tumors fol- 
lowing surgery is that extension is by way of the peri- 
neural, perivascular, and intraneural spaces with a re- 
sultant “seeding” of the involved nerve at some distance 
from the gross pathology. 

The neurogenic sarcoma in its early stages will be 
a solitary fusiform or ovoid tumor, arising from a 
peripheral nerve and indistinguishable from a neurilem- 
moma or neurofibroma. As the neoplasm continues to 
develop, lobulation will occur with the formation of a 
“cluster of grapes” appearance. The individual lobules 
will vary in consistency from a firm, gray, homogenous 
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appearance to being degenerative, fluctuant, semigelati- 
nous cysts. Interlacing strands of fibrous tissue will 
tend to bind the lobules together. The lobulated neuro- 
genic sarcoma is quite similar on palpation and at sur- 
gical exploration. It was from this “cluster of grapes” 
appearance that I have twice diagnosed neurogenic sar- 
coma prior to microscopic confirmation. 

Histologically neurogenic sarcoma will show 
strands of tightly packed, elongated cells. The nuclei 
are elongated, deeply staining, and rippled or waved. 
The appearance of large tumor giant cells in the section 
and the tendency for cells to line up in parallel rows are 
important diagnostic points, the one indicating a high 
degree of malignancy and the other recalling the growth 
characteristics of regenerating neurogenic elements. 

The innocent appearance and accessibility to re- 
moval of the neurogenic sarcoma at an early stage pro- 
vides an inviting setting for simple enucleation. In the 
vast majority, however, the surgery is incomplete with 
consequent local recurrences. Incomplete surgery tends 
to aggravate the tumor into a faster and more malig- 
nant growth. The patient frequently succumbs to pro- 
gressive cachexia resulting from repeated operations 
and recurrences. The neoplasm infiltrates insidiously, 
but metastasizes freely through the blood stream and 
rarely through the lymphatics. Pain, necrosis, infection, 
local disabilities, and pulmonary metastasis are contrib- 
uting factors to the cause of death. A survey of the 
literature reveals that the number of operative 5-year 
survivals for neurogenic sarcoma is far less than for 
carcinoma of the breast or prostate. 

Radical local resection or amputation when neces- 
sary constitute the only means of combating this neo- 
plasm. Neurogenic sarcoma is not sensitive to radiation 
therapy; each class of malignancy is individual in its 
treatment. The patient who has had no previous sur- 
gery for the neoplasm might well be a candidate for 


radical resection, providing the size and the site of the 
mass are amenable to this procedure. The neoplasm 
plus its bed and any attached nerve, muscle, or vessel 


must be excised en bloc. The nerve of origin, if 
demonstrable, must be sacrificed far above from the 
neoplasm. The presence of a pathologist and facilities 
for rapid frozen sections are as essential as the sur- 
geon; a frozen section microscopic analysis during the 
surgery is necessary in determining the extent of the 
neoplasm and in planning the operative procedure. An 
amputation is deemed necessary for all recurrences and 
for those neurogenic sarcomas which are inaccessible 
because of size or site. Once osseous invasion has taken 
place, a primary amputation is necessary. However, if 
local osseous invasion has occurred, prognosis is poor 
even if primary amputation is performed. 


Fig. | Fig. 2 
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Case reports 


Case 1. A 66-year-old female, with a tumor of the 
left elbow, was first seen in August 1953. The tumor 
was first noticed early in 1950. At that time it was 
asymptomatic ; however, because of a gradual increase 
in size, surgical removal had been performed in May 
1952. At that time the tumor was the size of a small 
orange. The postoperative period was uneventful until 
approximately 5 months following surgery, at which 
time the tumor began to recur. At no time had there 
been any pain or disability resulting from the tumor. 

Physical examination was essentially noncontribu- 
tory, except for the presence of a large multiloculated 
mass over the posterior aspect of the left elbow (Figs. 
1 and 2). The tumor was approximately 13 cm. in its 
greatest diameter. The old operative site was well 
healed, but the integument over the mass was poorly 
nourished and displaced, and had a cyanotic hue. Seven 
distinct lobules could be palpated in the gross tumor, 
and they varied in their consistency from semifluctuant 
to firm. The integument was fixed to the underlying 
tumor at several points. The mass was not tender un- 
less firm pressure was applied to it. No palpable ante- 
cubital or axillary lymphadenopathy was detected. 

Laboratory examinations, including a metastatic 
series, was essentially negative. X-rays of the left elbow 
revealed the presence of the previously described soft 
tissue mass with a reactionary periostitis of the lateral 
supracondylar area (Fig. 3). 

A high left humeral amputation was performed in 
September 1953. Postoperative dissection of the neo- 
plasm in the amputated extremity revealed a “cluster 
of grapes” mass. No specific peripheral nerve could be 
identified as entering the neoplasm. A detailed descrip- 
tion of the neoplasm will not be given, as no photo- 
graphs were made of the dissection. However, it was 
grossly identical to subsequent cases of which photo- 
graphs were made. The pathologic diagnosis was fibro- 
sarcoma of nerve sheath origin. 

In visits of this patient until March 1954, no re- 
currence of the neoplasm, either clinically or roent- 
genologically (metastatic series), had been detected. 
The patient failed to make subsequent clinic visits until 
September 1954, at which time she was readmitted to 
the hospital in a moribund condition due to advanced 
pulmonary metastases. She died in October 1954. 
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Case 2. A 78-year-old white female was first seen 
in December 1954, with a tumor above her left ankle. 
This tumor had first been noticed in February 1952, 
when it had been a single “bump.” No pain or loss of 
function had been noted in the extremity. In August 
1952, surgical excision of the tumor was promptly 
followed by a local recurrence. In June 1953, surgical 
excision was again followed by local recurrence. In 
January 1954, a third surgical attempt was followed by 
the recurrence of multiple tumors at the operative site, 
approximately 3 months postoperatively. 

On physical examination the patient appeared 
well nourished and younger than her stated age. No 
stigmata of von Recklinghausen’s disease were present. 
A multiloculated tumor, roughly ovoid in shape and 
measuring 12 cm. in its longitudinal axis, was present 
over the anterolateral aspect of the distal fibular area 
(Fig. 4). Approximately twelve discrete lobules, vary- 
ing in diameter from 1 to 4 cm. and varying in con- 
sistency from fluctuant to firm could be palpated. There 
was no tenderness associated with palpation or pres- 
sure. Several of the individual lobules had ulcerated 
through integument and were discharging a clear, yel- 
lowish, viscous material. No popliteal or inguinal 
lymphadenopathy was palpable. No aberration of sen- 
sory perception was noted distally to the tumor, nor did 
the motor power of the foot or ankle differ from that 
of its mate. 

Laboratory examination, including metastatic se- 
ries, was noncontributory. X-rays of the affected ex- 
tremity revealed the presence of a soft tissue tumor 
with pressure erosion of the lateral aspect of the distal 
fibular shaft (Fig. 5). 

In December 1954, a disarticulation amputation 
was performed at the right knee. Photographs taken 
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at the dissection of the neoplasm following the surgery 
revealed the “cluster of grapes” appearance (Figs. 6, 7, 
and 8). The superficial peroneal nerve was traced dis- 
tally and was found entering the tumorous mass. In 
the deeper confines of the tumorous mass, several of 
the lobules showed capsulation, with extension into the 
adjacent soft tissues. Exploration of lymph nodes in 
the popliteal area showed no. enlargement or pathologic 
condition. The pathologic diagnosis was neurofibrosar- 
coma with myxomatous changes. 

The postoperative phase was uneventful, and ap- 
proximately 3 months following surgery, the patient 
was fitted with a prosthesis. At this early date, ap- 
proximately 15 months postoperatively, there is no evi- 
dence of metastatic phenomena. 

Case 3. A 79-year-old white male first noticed a 
tumor in his right thigh approximately in January 1955. 
Over the next few months the mass increased in size. 
At no time were there any pains or symptoms other 
than the presence of the mass. 

Physical examination disclosed no criteria of von 
Recklinghausen’s disease. Over the inner aspect of the 
right mid-thigh, a firm fusiform mass approximately 
17 cm. in its longitudinal axis was present. The mass 
was not fixed to the skin, palpation revealing a firm 
ovoid lobule approximately 9 cm. in diameter, near the 
center of the tumorous mass. Several smaller lobules 
with diameters of 2 to 4 cm. were palpated at the proxi- 
mal and distal aspects of the tumorous mass. Palpation 
of the small lobules was difficult because of their deeper 
location. The mass was not tender. The inguinal lymph 
glands presented no palpable lymphadenopathy. There 
were no perversions of the sensory apparatus distally 
to the mass. Laboratory examination was noncontribu- 
tory and roentgenograms revealed no osseous involve- 
ment. 

In March 1956, a block removal of the tumorous 
mass and adjoining tissue was performed. Photographs 
of the tumor, taken during surgery and following its 
removal, reveal the presence of one large globule and 
approximately eight smaller ones (Figs. 9 and 10). 

A tributary from the medial cutaneous nerve of 
the thigh (anterior branch) was traced into the tumer- 
ous mass, and the patient noted postoperatively an area 
of anesthesia corresponding to its distribution. The 
diagnosis was neurogenic sarcoma. 


Discussion 


These three cases of neurogenic sarcoma present 
certain similarities and are consistent with the usual 
findings of other reported cases: (1) advanced age of 
the patient; (2) history of previous surgery for a 
tumor of an extremity, with prompt recurrence; (3) 
relative absence of pain, even with the tumor assuming 
large size; (4) the rarity of associated symptoms or 
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signs; (5) palpation of a multiloculated tumor; (6) 
“cluster of grapes” appearance of the advanced tumor ; 
(7) the occasional inability to identify a distinct nerve 
entering the neoplasm, especially when advanced ; and 
(8) hazardous prognesis. 


Summary 


A brief review of two benign neurogenic tumors, 
neurilemmoma and neurofibroma, including their simi- 
larities and relationships to neurogenic sarcoma, is pre- 
sented. Neurogenic sarcoma is also discussed. 

Three illustrated cases of neurogenic sarcoma are 
presented, with special emphasis on similar clinical and 


pathologic findings in all three. 
766 S. Kingsley Dr. 
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& THE ACCIDENT SYNDROME. The Genesis of Accidental Injury. 
A Clinical Approach. By Morris S. Schulzinger, M.A., M.D. Cloth. Pp. 
234, with illustrations. Price $6.50. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Ill., 1956. 


As diseases have symptoms, so do accidents, according to 
the author of this book. Delineation of “The accident syn- 
drome” developed as a result of a study of some 35,000 consec- 
utive accidents over a period of 18 years. The elements of the 
syndrome are: (1) universal risk; (2) abnormal physical en- 
vironment, such as inclement weather; (3) a maladjusted and 
irresponsible personality ; and (4) a trigger mechanism, such as 
loss of balance or a rash decision. The author concludes from 
his research that most accidents happen to maladjusted young 
men with unbridled aggressiveness. He also states that on the 
basis of his formulation of the syndrome, it is now possible to 
predict with certainty when, to whom, and under what condi- 
tions accidents are most likely to occur. One of the most inter- 
esting points in the book is the author’s scant recognition of 
inherent accident proneness, a subject usually given more re- 
spect. He says that persons may be temporarily accident prone 
because of emotional stress, but that there are only a few indi- 
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viduals highly accident prone throughout life. The book con- 
tains a full chapter, Chapter IV, of charts and tables formulated 
from the author’s long and wide study of accidents. They pre- 
sent statistics on the rate of incidence of industrial and non- 
industrial accidents, annually, seasonally, and by age and sex. 


B® LANDMARKS IN THE HISTORY OF HYGIENE. University of 
London, Heath Clark Lectures 1952 delivered at The London School of 
Hygiene and Tropical Medicine. By Henry E. Sigerist, M.D., D.LITT., 
LL.D., D.S.C., F.R.C.P., Research Associate in the History of Medicine, 
Yale University. Cloth. Pp. 78, with illustrations. Price $3.00. The 
Oxford University Press, 114 Fifth Ave., New York 11, 1956. 


In 1952 Dr. Henry E. Sigerist left his scholarly retreat in 
Switzerland to deliver the Heath Clark Lectures at the London 
School of Hygiene and Tropical Medicine. The discriminating 
reader may now read the lectures in a slim but fascinating 
volume made available by the Oxford University Press. The 
untimely death of Dr. Sigerist, noted editorially in THE Jour- 
NAL last month, lends special interest to the book, since this 
could be one of the last of his printed works. 

The lectures are primarily a delightful introduction to in- 
dividual and community health problems and their handling at 
various historical periods. In the typical Sigerist manner, the 
author does not permit the reader to rest there but leads him 
directly to currently related problems and their meaning for the 
human situation today. 
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The body of the volume deals successively with Galen’s Hy- 
giene, the Regimen sanitas of Salerno, the Renaissance quest for 
longevity, John Peter Frank (1745-1821) as a pioneer of social 
medicine, and the patterns of medical care as they appear at the 
mid-century. Thoughtful reading of the final lecture dealing 
with these tremendously changed medical care patterns in every 
nation will prove an illuminating experience to physicians, medi- 
cal educators, and individuals generally who are concerned with 
social welfare. Sigerist’s succinct historical analyses makes pos- 
sible a broad appreciation of present health problems not found 
elsewhere by this reviewer. 

One paragraph of the final lecture is especially pertinent. 
“Medicine,” says Dr. Sigerist, “is less and less the healing art. 
.. .”’ He points to medicine as becoming increasingly a social 
science with four main tasks: promotion of health by all known 
methods; prevention of illness through traditional public health 
measures; restoration of health where prevention has failed 
(still too largely considered its only task) ; and rehabilitation, 
which may require special schooling. This kind of cure calls 
for a health system. How can it be financed? That, the author 
concedes, must be decided by each nation for itself. 

Although this attractively designed and printed book of 
seventy-eight pages is actually a scholarly production, it is most 
interesting, affording to the reader an enriching experience, 
hitching the present onto the past to make the present under- 
standable and challenging. 


® PRACTITIONERS’ CONFERENCES Held at The New York Hos- 
pital-Cornell Medical Center. Volume 4. Edited by Claude E. Forkner, 
M.D., F.A.C.P., Professor of Clinical Medicine, Cornell University Medi- 
cal College; Attending Physician, The New York Hospital; Consultant 
in Medicine (Hematology), Roosevelt Hospital. Cloth. Pp. 407, with 
illustrations. Price $6.75. Appleton-Century Crofts, 35 W. 32nd St., 
New York 1, 1956. 


In an attempt to help New York practicing physicians keep 
up with recent advances in caring for everyday clinical prob- 
lems, Dr. Claude F. Forkner developed a program called Prac- 
titioners’ Conferences. This fourth volume again contains edit- 
ed and summarized panel discussions arising from these series 
of conferences. The current volume deals with such topics as 
pulmonary hypertension, hypothyroidism and hyperthyroidism, 
fractures of the hip, anemia, burns, obesity, ileitis, homosex- 
uality, and the role of religion in healing. As in previous works, 
the names of the panelists, each an authority on the subject, 
appear at the beginning of each chapter. The discussions are 
written up in their original dialogue form and make for inter- 
esting reading. Each chapter concludes with a summary by the 
editor and a list of references. 


bm CLINICAL HEMATOLOGY. By Maxwell M. Wintrobe, M.D., 
Ph.D., Professor and Head, Department of Medicine and Director, Lab- 
oratory for the Study of Hereditary and Metabolic Disorders, University 
of Utah, College of Medicine, Salt Lake City, Utah; Formerly Associate 
in Medicine, Johns Hopkins University, Associate Physician, Johns Hop- 
kins Hospital, and Physician-in-Charge, Clinic for Nutritional, Gastro- 
Intestinal and Hemopoietic Disorders, Baltimore, Maryland. Ed. 4. Cloth. 
Pp. 1184, with illustrations. Price $15.00. Lea & Febiger, Washington 
Square, Philadelphia 6, 1956. 


To prepare this fourth edition of this encyclopedic work in 
hematology, Dr. Winthrobe has had to digest, ponder in relation 
to each other and to past knowledge, and organize the rapidly 
accumulating additions to his special field. As a result of this, 
he has radically revised the work, both from the standpoint of 
additions and from that of rewriting and condensing. New 
chapters on blood groups and transfusions and on abnormal 
hemoglobin syndromes have been added, and major rewriting 
has been done in the sections dealing with production and de- 
struction of red blood cells, coagulation, hemolytic anemias, and 
hemorrhagic disorders. Statistics have been graphically com- 
piled into twenty-three new tables, and there are numerous new 
illustrations as well as several new color plates. 

The present edition continues the scholarly excellence of 
former editions and contains a wealth of new material and 
critical revision of older material. Thoroughly indexed, the 
book includes excellent reference lists and guides to further 
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references. The make-up is clear, easy to read, and consistent ; 
the plates and illustrations well reproduced. Assuredly it is a 
valuable book for all practitioners and students. 


& J.A.M.A. QUERIES AND MINOR NOTES, 1956. Published for the 
American Medical Association. Cloth. Pp. 334. Price $5.50. The C. V. 
Mosby Company, 3207 Washington Blvd., St. Louis 3, 1956. 


Selected notes and queries which appeared in The Journa! 
of the American Medical Association from June 1954 through 
June 1955 are collocated in this volume, classified and listed ac- 
cording to the “Standard Nomenclature of Diseases and Opera 
tions,” and offered to the physician. Although the book is « 
handy reference and most certainly interesting browsing, th 
same information—plus the items not included in this compila- 
tion—appeared in and were indexed in The Journal. Subjects 
treated and coverage given are more or less random, so that to 
rate it as a valuable or essential volume is impossible. 


® DISEASES OF THE HEART. By Charles K. Friedberg, M.D., At 
tending Physician, The Mount Sinai Hospital, New York; Associate 
Clinical Professor of Medicine, College of Physicians and Surgeons, Co- 
lumbia University. Ed. 2. Cloth. Pp. 1161, with illustrations. Pric: 
$18.00. W. B. Saunders Company, W. W&8hington Square, Philadelphi: 
5, 1956. 


The first edition of this work appeared in 1949 and was 
hailed for its intrinsic merit and soundness. The second edition 
sustains the high quality both in content and presentation. 

The newer edition is considerably longer, owing in part to 
the addition of three chapters dealing with graphic methods o/ 
examination as well as discussions of the clinical application of 
these methods in the various heart diseases. A large section has 
been devoted to heart surgery, and the use of drugs in the 
treatment of all heart disorders is thoroughly explored. The 
hook remains one of the best single-volume sources dealing with 
diseases of the heart. 

Restricted by the amount of material to be covered in one 
volume, the author has not been able to use many illustrations. 
The x-rays, graphs, and charts which appear are minimal com- 
plements to the text. The index is extensive and accurate, and 
each section contains an exhaustive bibliography. 


® PEDIATRICS. Edited by Donald Paterson, M.D., Formerly Clinica! 
Professor, Department of Pediatrics. The University of Britsih Colum 
bia; and John Ferguson McCreary, M.D., Professor and Head, Depart- 
ment of Pediatrics, The University of British Columbia; with 36 Con- 
tributing Authors. Cloth. Pp. 654, with illustrations. Price $14.00. J. B. 
Lippincott Company, East Washington Square, Philadelphia, 1956. 


Believing that doctors need a clearly written, concise refer- 
ence book that would serve between the consultant texts and 
small books of tabular style, the editors planned this pediatric 
text with heavy stress in differential diagnosis and treatment of 
common childhood complaints. > 

They offer guides to the differential diagnosis of the causes 
of vomiting and explanations of the principles that guide differ- 
ential treatment in cases of diarrhea. The presentation of the 
anemias is well organized and further clarified by the presenta 
tion of characteristic and treatment charts designed for clinica! 
use. The problem of electrolyte and fluid balance is approache:! 
in two ways: practical therapy to give immediate assistance t: 
the patient suffering from dehydration due to diarrhea an’! 
laboratory approaches for further study and the application of 
basic principles to therapy. 

Aware of the modern trend of parents to turn to the phys! 
cian for advice regarding the emotional development of their 
children, physicians are encouraged to fulfill the role of coun- 
selor and are advised on how to talk with parents. In the same 
way, physicians are told how they can assist in public healt! 
programs, especially in small communities. 

Extensive reference lists are supplied and the index is ex 
cellent. The text is supplemented by charts on drug therap: 
for children, values in laboratory tests, and on diets. Illustra 
tions—photographs, x-rays, and drawings—are excellent. 


Journat A.O.A. 


DAVOL TELLS MOTHERS, ASK YOUR DOCTOR 


about the new Infant Nasal Aspirator 


Gives nasal : pe We believe the Nasal Aspirator has definite 
advantages over other methods of removing 
lief t = mucus. However, since your diagnosis will 
to determine the most suitable treatment, we suggest 
- ee to mothers, “Talk it over with your doctor.” 
babies with iam ‘ Her confidence in your explanation and 
instruction is the most important step toward 
colds or helping a mother understand this easy 
method of overcoming nasal stoppage. Should 
; you feel it desirable to recommend the Davol 
sniffles Infant Nasal Aspirator, it is now available in pure 
white rubber at leading drug stores. 


RUBBER COMPANY 


PROVIDENCE 2, R. 1. 
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“Safe and effective mainte- 
nance therapy with digitalis 
glycosides had been a problem 
at our institution until we used 
gitalin [GITALIGIN]...”* 


¢ Safest—the only cardioactive 
glycoside whose therapeutic dose 


VISUAL HEART CLINIC — ONE OF A SERIES is 4 its toxic dose. 
ARTERIOSCLEROTIC HEART DISEASE 
Moderate rate of elimination. 
Postero-anterior position 
Moderate left ventricular enlargement P 
with prominence and calcification of ¢ Short latent period. 


aortic kncb. 
Taken from White Laboratories’ Technical Exhibit, e U niform clinical potency. 


American Medical Association, 105th Annual Meeting, 
Chicago, June 11-15, 1956. 


Patients now on other cardiotonics may be 
easily maintained on Gitaligin: 0.5 mg. of 
Gitaligin is approximately equivalent to 
0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 
0.5 mg. digoxin. 


GITALIGIN TABLETS — Bottles of 30, 100 and 1000. 


GITALIGIN DROPS—30 cc. bottles with dropper 
calibrated for 0.05, 0.1, 0.2, 0.3, 0.4 and 0.5 mg. 


now available 


: GITALIGIN INJECTION—5 cc. ampuls contain- 
: ing 2.5 mg. (0.5 mg. per cc.) of Gitaligin. 
: Packages of 3 and 12 ampuls. 


*HARRIS, R., AND DEL GIACCO R.R.:AM HEART J. (AUG.) 1956, BIBLI- 
OGRAPHY ON REQUEST 


LIGIN 


White Laboratories, Inc. + Kenilworth, New Jersey 


BRAND OF AMORPHOUS GITALIN) 
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Vor 


24 steps to a hospital bed 


The commonest task, such as climbing a flight of 
stairs, confronts the angina pectoris patient with a 
fearful question: “Wéill 1 be able to make it?” 


Exertion leads to attacks . . . and fear of attacks leads 
to an increasing restriction of activities. Ultimately, 
even the attack-free intervals may lose all semblance 
of normal living. 


Remove the fear factor. In 4 out of 5 patients, routine 
prophylaxis with Peritrate reduces the incidence and 
severity of anginal attacks, improves abnormal EKG 
tracings and increases exercise tolerance. 


A new sense of freedom restores the “cardiac cripple” 
to a sense of usefulness and participation, although he 


should not now indulge in previously prohibited stren- 
uous exercise. 


Peritrate prophylaxis is simple: 10 or 20 mg. before 
meals and at bedtime. The specific needs of most pa- 
tients are met with Peritrate’s five convenient dosage 
forms: Peritrate 10 mg. and 20 mg. tablets; Peritrate 
Delayed Action (10 mg.) for protection continued 
through the night; Peritrate with Phenobarbital (10 
mg. with phenobarbital 15 mg.) where sedation is also 
required; Peritrate with Aminophylline (10 mg. with 
aminophylline 100 mg.) in cardiac and circulatory in- 
sufficiency. 


Usual Dosage: A continuous schedule of 10 to 20 mg. 
before meals and at bedtime. 


 Peritrate’ 


(brand of pentaerythritol tetranitrate) 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESS!ION 
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“...a calmative effect...superior to anything we 
had previously seen with the new drugs.”* 


true calmative 


nostyn 


Ectylurea, AMES 


the power of gentleness 


allays anxiety and tension 
without depression, drowsiness, motor incoordination 


NOsTYN is a calmative—not a hypnotic-sedative—unrelated to any available 
chemopsychotherapeutic agent « no evidence of cumulation or habituation « does 
not increase gastric acidity or motility « unusually wide margin of safety 
—no significant side effects 


dosage: 150-300 mg. (1% to 1 tablet) three or four times daily. 


supplied: 300 mg. scored tablets, bottles of 48 and 500. 
*Ferguson, J. T., and Linn, EF V. Z.: Antibiotic Med. & Clin. Therapy 3:329, 1956. 


/\ AMES COMPANY, INC : ELKHART, INDIANA 25087 
AMES COMPANY OF CANADA, LTD., TORONTO 
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gel 
for relief of daily tensions.. 
we 


Portrait 


Of a 
Patient 
Relieved 


of Severe 


Hypertension 
ymptoms 


eee VERAPENE® a combined therapy 
fm offered by HENRY K. WAMPOLE & CO., INCORPORTED ¢ PHILADELPHIA 
See next PORTRAIT on reverse side * * * * * * * * * * * * 


: 


Portrait Of a Product... 


In each apple green, scored tablet: Reserpine—0.1 mg. Protoveratrines A & B—0.4 mg. 


SUBJECTIVE improvement is prompt and marked. 
Patients say they feel better. 

DISTURBING SYMPTOMS such as headache, dizzi- 
ness, tinnitus, disappear rapidly. 

THE CHARACTERISTIC EFFECT of Protovera- 
trines A&B is enhanced by combining with reserpine, 
reducing the dosage requirements. 

PATIENTS who are receiving reserpine respond more 
favorably to veratrum alkaloids. 'Many more patients tol- 
erate the two drugs in combination, as response can be produced 
with dosage below usual limits of tolerance. 


SIGNIFICANT: Wilkins, R. W.: Mississippi Doctor 30:359, 1953. Wil- 
kins, R.W., and Judson, W. E.: New England Jrl. of Medicine 248 :48, 
1953. Duncan, Garfield G.: Philadelphia Medicine 51:24, 1956. 


Aample ond on nequest 


GYlampole\ AB ORATORIES 
— Since 1872—Henry K. Wampole & Co., Incorporated 


440 Fairmount Avenue, Philadelphia 23, Pennsylvania 
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for specific protection against iron deficiency... 


® 
Fer- In-Sol iron in a drop for infants and children 


“A deficiency of iron is the most frequent cause of 
anemia in children, and the most common nutritional 
deficiency in children in the United States.”! 


Small daily doses of Fer-In-Sol “were sufficient to main- 
tain hemoglobin values at a constant level throughout 
the latter half of infancy ‘in all [37] full-term infants.”? 


For specific protection against iron deficiency, Fer-In-Sol 
provides iron only—as ferrous sulfate—in an acidulous 
vehicle for better absorption. It is well tolerated. And 
its pleasant citrus flavor makes it readily acceptable to 
young children. 
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Fer-In-Sol is supplied in 15 cc. ana 
economical 50 cc. bottles with unbreak- 
able plastic ‘Safti-Dropper’ calibrated 
for easy dosage measurement. 


Each 0.6 cc. contains about 1 grain fer- 
rous sulfate. A 0.3 cc. dose supplying 
7.5 mg. iron provides the full Recom- 
mended Daily Allowance for children 
up to 4 years, 

(1) Diamond, L. K.; Smith, N. J., and Vaughan, 
V. C., III, in Nelson, W. E.: Textbook of Pediat- 
rics, ed. 6, Philadelphia, W. B. Saunders Com- 
pany, 1954, p. 962. (2) Niccum, W. L.; Jackson, 
R. L., and Stearns, G.: A.M.A. Am. J. Dis. 
Child. 86 :553, 1953. 
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SYMBOL OF SERVICE IN MEDICINE 
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used by 50 million 
passengers of the 


During much of the world’s history, the announcement of 
another safe arrival was often accompanied by storm warnings 
in the area of artificial feeding for the newborn infant. 


The problems of digestive disturbances in infants were a prime 
concern of medical science. Working, progressing, medical 
research eventually determined that one of the most satisfactory 
solutions to bottle-feeding problems was evaporated milk. 


Since that time, more than 50 million babies have been raised 
on evaporated milk formulae... 


more than 50 million times, Captain Stork’s passengers have 
made the transition from happy landings to happy growing. 


Still today, evaporated milk is unique in its combination of 
advantages for bottle feeding—a level of protein sufficient to 
duplicate the growth effect of human milk . . . flexibility ... 
maximum nutritional value... 


and all this at minimum cost. 


PET EVAPORATED MILK... backed by 
72 years of experience and continuing research 


PET MILK COMPANY « ARCADE BUILDING e ST. LOUIS 1; MISSOURI 
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Multiple Compressed Tablets 


With TEMPOGEN, many patients obtain adequate 
relief from immobilizing “rheumatic” pain with 
lower hormone dosages than are ordinarily 
required, because of the enhanced antirheumatic 
effect provided by the prednisolone-salicylate 
combination. In addition, the likelihood of the 
eccurrence of gastric distress or adrenal ascor- 
bic acid depletion is minimized. 

INDICATIONS: Early rheumatoid arthritis, rheu- 
matoid spondylitis, osteoarthritis, Still’s disease, 
psoriatic arthritis, bursitis, synovitis, tenosynovi- 
tis, myositis, fibrositis, and neuritis. 

Supplied: TEMPOGEN® and TEMPOGEN® Forte—in bottles of 100 Multiple Com- 


pressed Tablets. (TEMPOGEN Forte provides 2 mg. of prednisolone.) TEMPOGEN 
and TEMPOGEN Forte are trademarks of Merck & Co., Inc. 


*present as 60 mg. sodium ascorbate 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc. PHILADELPHIA 1, PA. 
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select the level of 
vitamin protection the baby needs 


® ® 
Poly-Vi-Sol Deca-Vi-Sol 
6 essential vitamins...A, D, C, B,, 10 nutritionally significant vitamins, 
B, and niacinamide including A, D, C, B,, Ba, niacin- 
amide, biotin, pantothenic acid, B. 


and stable B,. 


Tri-Vi-Sol* 


3 basic vitamins...A, D, C 


e highly stable—refrigeration not required 
e readily accepted—exceptionally pleasant flavor, no unpleasant aftertaste 


e full dosage assured—can be dropped directly into baby’s mouth 


In 15cc., 30 cc. and economical 50 cc. bottles 
with calibrated plastic ‘Safti-Dropper’ 


unbreakable 
“Safti-Dropper” 


MEAD JOHNSON 
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Oatmeal 


Quaker Oats and Mother’s Oats, 
the two brands of oatmeal offered 
by The Quaker Oats Company, 
are identical. Both brands are 
available in the Quick (cooks in 
one minute) and the Old-Fash- 
ioned varieties which are of equal 
nutrient value. 


The Quaker Oats O©mpany 


Cooxep OATMEAL contains the same amount of 
good protein as is found in the original oat grain. 


In the manufacture of rolled oats only the 
loose fibrous husk of the seed is removed. The 
germ fraction and outer seed covering of the 
grain, both containing protein of high biologic 
quality, are carefully preserved in the final flaked 
oats. This protein quality remains unaffected by 
cooking. 


Comparative tests of the growth-promoting 
values of the protein of uncooked and cooked 
rolled oats for weanling albino rats show that 
cooking does not alter in any way the quantity 
or quality of the oat protein.' 


In addition to providing the uncompromised 
protein of the oat grain—complemented by the 
protein of milk—the hot oatmeal-and-milk dish 
supplies a variety of vitamins and minerals im- 
portant to daily nutrition, as well as readily avail- 
able energy for the day’s activities. A dish of hot 
oatmeal and milk is a dish of sound nutrition. 


1. Facts on Oats: Report by the Research Laboratories of 
The Quaker Oats Company, 1955. 


CHICAGO 
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relaxes 
mind 


| and tension in 
NUSC everyday practice 


m well suited for prolonged therapy 


for anxiety 


m well tolerated, relatively nontoxic 
m no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
m chemically unrelated to phenothiazine compounds and rauwolfia derivatives 


m orally effective within 30 minutes for a period of 6 hours 


For treatment of anxiety and tension states and muscle spasm 


2-methyl-2-n-propyl-1,3-propanediol dicarbamate—U. S. Patent 2,724,720 
Tranquilizer with muscle-relaxant action 
DISCOVERED AND INTRODUCED 
BY Gy WALLACE LABORATORIES, New Brunswick, N. J. 


SUPPLIED: (Bottles 50 tablets) 
400 mg. scored tablets 
200 mg. sugar-coated tablets 


USUAL DOSAGE: One or two 400 mg. tablets t.i.d. 


Literature and Samples Available on Request 


THE MILTOWN® 
MEPROBAMATE MOLECULE 
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“Well, then, how about en brochette?” 


And—while we're stretch- 


ing a point—what about all 


those folks who choose one 
kind of dish, stick with it, eat it all day, every day 
... only to discover (to their chagrin) that they’ve 
shortchanged themselves nutritionally? Especial- 
ly in the important B-complex vitamins. So, for 
deficiencies brought about by unsound mealtime 
habits or because of illness, senility, stress, or 
postoperative states, remember Sur-Bex with C. 
As a dietary supplement: 1 or 2 tablets daily. For 
stress, or postoperative convales- p p 


cence: 2 or more tablets daily. 


703100 
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Just one Sur-Bex tablet a day supplies: 


Thiamine Mononitrate 
Riboflavin 

Nicotinamide 

Pyridoxine Hydrochloride 


(as cobalamin concentrate) 


Calcium Pantothenate 

Ascorbic Acid 

Brewer’s Yeast, Dried 


with 
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for middle-age slowdown 


Plestran is indicated as an aid in restoration of 
vigor in middle-aged or elderly patients who com- 
plain of chronic fatigue . . . reduced vitality . . . low 
physical reserve . . . impaired work capacity . . . de- 
pression . . . muscular aches and pains . . . or cold 
intolerance. Such “signs of aging,” far from being 
due to physiologic disturbanges, may often result 
from endocrine imbalance, especially gonadal and 
thyroid dysfunction.’* Plestran provides ethinyl 
estradiol (0.005 mg.); methyltestosterone (2.5 
mg.); and Proloid®* (%4 gr.)—hormones which 
help to correct endocrine imbalance and often halt 
or reverse involutional and degenerative changes.’** 


Plestran restores work capacity and a sense of well- 
being, usually within 7 to 10 days. It improves 
nitrogen balance, leads to better muscle tone and 
vigor, enhances mental alertness, helps to correct 
*Purified thyroid globulin 


a metabolic regulator 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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muscular pain 


depression 


osteoporosis, senile skin and hair texture changes 
and relieves muscular pain. 


The anabolic and tonic effects of the hormones in 
Plestran appear to be enhanced by combination so 
that small dosages are very effective. Combination 
also overcomes some of the disadvantages of ther- 
apy with a single sex hormone, such as virilization, 
feminization or withdrawal bleeding.° 


Dosage: Usually one tablet daily; occasional pa- 
tients may require two tablets daily, depending on 
clinical response. 


Supplied in bottles of 100 and 500. 


References: 1. McGavack, T. H.: Geriatrics 5:151 (May- 
June) 1950. 2. Masters, W. H.: Obst. & Gynec. 8:61 (July) 
1956. 3. Kimble, S. T., and Stieglitz, E. J.: Geriatrics 7:20 
(Jan.-Feb.) 1952. 4. Kountz, W. B., and Chieffi, M.: Geria- 
trics 2:344 (Nov.-Dec.) 1947. 5. Birnberg, C. H., and Kurz- 
rok, R.: J. Am. Geriatrics Soc. 3:656 (Sept.) 1955. 
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Each Multiple Compressed Tablet of MeproLone 
provides the inseparable antiarthritic, antirheumatic 
benefits of: 

1. Prednisolone buffered—the newest and most po- 
tent of the “predni-steroids” for prompt relief of 
joint pain and arrest of the destructive inflammatory 
process. 

2. Meprobamate—the newest and safest of the 
muscle-relaxant tranquilizers for profound relaxa- 
tion of skeletal muscle in spasm. 

Tolerance to this combination is good because there 
is little likelihood of sodium retention, potassium 
depletion or gastric distress with buffered predniso- 
lone, and meprobamate rarely produces significant 
side effects in therapeutic dosage. 

An additional important therapeutic benefit, often 
overlooked, stems from the tranquilizing action of 
meprobamate. This component of MEPROLONE re- 
lieves mental tension and anxiety so often manifest 
in arthritics, making them more amenable to other 
rehabilitation measures. 


INDICATIONS: A wide variety of conditions, in which 
four symptoms predominate: 4) inflammation 4) muscle 
spasm ¢) anxiety and tension d) discomfort and disability; 
i.e., rheumatoid arthritis, rheumatoid spondylitis (Marie- 
Striimpell disease), Still’s disease, psoriatic arthritis, osteo- 


Therapeutic benefits of MEPROLONE compared with traditional antiarthritics. 


} 

suppresses 

| 
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1. Meprobamate is the only tranquilizer with 
muscle-relaxant action. 


arthritis, bursitis, synovitis, tenosynovitis, myositis, fibro- 
sitis, fibromyositis, neuritis, acute and chronic low back 
pain, acute and chronic primary and secondary fibrositis 
and torticollis, intractable asthma, respiratory allergies. 
allergic and inflammatory eye and skin disorders (as main- 
tenance therapy in disseminated lupus erythematosus 
periarteritis nodosa, dermatomyositis and scleroderma). 


SUPPLIED: Multiple Compressed Tablets in bottles of 
100 in two formulas as follows: Meprotone-1—1.0 mg 
of prednisolone, 200 mg. of meprobamate and 200 mg. of 
dried aluminum hydroxide gel. MEPROLONE-2— provides 
2.0 mg. of prednisolone in the same formula. 
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NO OTHER 
ANTIRHEUMATIC 
PRODUCT 
PROVIDES AS MANY 


BENEFITS AS 


MEPRO 
PREDNISO 


BAMATE 
CONE, buffered 


THE ONLY 


ANTIRHEUMATIC, 
ANTIARTHRITIC 
THAT SIMULTANEOUSLY 


RELIEVES: 

1.MUSCLE SPASM 

2. JOINT INFLAMMATION 
3. ANXIETY AND TENSION 


4, DISCOMFORT 
AND DISABILITY 


MERCK SHARP & DOHME 
DIVISION OF MERCK @ CO., Inc. PHILADELPHIA 1, PA. 


MEPROLONE 1s the trade-mark of Merck & Co., Inc. 
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effective 
FIXATION 


Anatomically correct . . . therapeutically 
sound . . . these principles are designed in, and 
built in, each Truform appliance. 


Effective support or effective fixation .. . 
this you can depend on when you prescribe 
“Truform.” Your patient benefits from the most 
careful selection and skillful fitting because. . . 


@ TRUFORM Anatomical 
Supports are available 
only from the Ethical 

Appliance Dealer 


Very rigid support and truly ef- 
fective fixation of the lower 
spine is assured by the high 
solid back . . . well-boned 
and with removable semi- 
rigid stays in casings. 
Sacro-Lumbar Support 
Model 1165-HS, compar- 
able model for men 
441-HS. 


CORRECTIVE BELTS 
AND SUPPORTS 


SURGICAL AND 
POST-OPERATIVE SUPPORTS 


anatomical supports 


3960 ROSSLYN DRIVE, CINCINNATI 9, OHIO 
BRANCHES: New York and San Francisco 


THERAPEUTIC 
HOSE 


BACK SUPPORTS 


Many other types... in 
many models ... write 
for your copy of 

“The Red Book.” 


Journat A.O.A. 
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“PROGRESS THROUGH SCIENCE ¢ Naturally” 


40,000,000 YEARS... 


While we don’t boast any product that dates 
back that far, geologists do tell us that the 
first land plants appeared about 

40,000,000 years ago, during the 

Paleozoic era. 


And those great green plants undoubtedly 
were rich in nature’s chlorophyll — the key 
ingredient of VM No. 161. During the 
present Atomic era, doctors rely on 
chlorophyll to bring their patients 

quick relief from the sniffles of 

head cold, hay fever or sinusitis. 


Indeed, VM No. 161 is the nasal spray that 
really contains chlorophyll in effective 
amounts... and has the true plant-green 
color to prove it! The formula also 
contains natural vitamins A and E, 

plus camphor and menthol. 


Palm-size and portable, the new improved 
VM Nasomist Atomizer projects a penetrating 
mist back into the affected membranes — 
applying soothing chlorophyll-action to 
serous, mucus and purulent discharges. 

The successful use of chlorophyll, we think, 


is a clear-cut case of the “survival of 
the fittest” ingredient. 


poctor: Ask your VM Distributor how you 
may get the new VM Professional Unit, Nose 
and Throat Spray, without charge. 


GLENDALE 1 


MITAMINE RALS, INC. 


CALIFORNIA 
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REMEMBER THE 
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CARD 
i TO OSTEOPATHIC PHYSICIANS, HOSPITALS AND COLLEGES — 


PLEASE EXTEND EVERY COURTESY TO REPRESENTATIVE OF 


Convention Exhibitor 
Advertiser in A. O. A. Publications 
AMERICAN OSTEOPATHIC ASSOCIATION | 


This card expires 
31, 1957 


Extend Every Courtesy To Your Detail Men 


Journat A.O.A: 


| 
? 
| 
| 
| 
& 
‘ 
iy. 
i WALTER A SUBERG, Business Monogr 


“,..no known contraindications.”* | 


Many thousands of cases attest 


to the efficacy of 


Salicylate* 


(Brand of carbazochrome salicylate) 


in the control of bleeding 


\ Adrenosem Salicylate has been used prophylactically and 
\ 2 therapeutically in virtually every operative procedure. 
re) re) fe : Case histories have been published on its successful use 
in the following procedures and conditions: 
Tonsillectomy, adenoidectomy and nasopharynx surgery 
Prostatic, bladder and transurethral surgery 
re Excessive postpartum bleeding and uterine bleeding 
Thoracic surgery 
Gastrointestinal bleeding 


Also: 
5 Idiopathic purpura Hemoptysis THE S.E. 
Retinal hemorrhage Hematuria 
Familial telangiectasia Pulmonary bleeding MASSENGILL 
Epistaxis Metrorrhagia and COMPANY 
menorrhagia 
| 
i 1, Bacala, J.C.: The Use of the Systemic Hemostat, j 
0 0 0 Carbazochrome Salicylate, West. J. Surg. 64:88 (Jan., 1956) Bristol, Tennessee +» New York 
*US. Pat. 2581850; 2506294 Kansas City + San Francisco 
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| 
potent antihemorrhagic factor.” 
Sherber, D.A.: The Control of Bleeding, Am. J. Surg. 86:331 (Sept., 1953) \ 
“*. . since that date (1953) Adrenosem has been used postoperatively to reduce 
bleeding from all otolaryngologic and bronchoesophagologic procedures...” 
Peele, J.C.: Adrenosem in the Control of Hemorrhage from the Nose and Throat, A.M.A. * 
Arch. of Otolaryng. 6/:450 (April, 1955) e 
_____} “Our experience of the effect of carbazochrome salicylate on 317 surgical fs 
indications and 13 obstetrico-gynecological conditions has been therapeutically E 


encouraging and successful for the control of capillary bleeding.” 
Bacala, J.C.: The Use of the Systemic Hemostat Carbazochrome Salicylate, West. 
J. Surg. 64:88 (Jan., 1956) 
“We have also noticed that bleeding stopped more promptly on the operating 
table.” 
Owings, Capers B.: The Control of Postoperative Bleeding with Adrenosem, Laryngo- 
scepe 55:21 (Jan., 1955) 
**Primary hemorrhage occurred in 1.7 percent and secondary hemorrhage in 
1 percent of the 300 control patients, but in none of the 500 children who : 
received preoperative and postoperative medication [Adrenosem Salicylate].”’ 
Orzac, E.: Medical Care of the Child Patient Before and After Adenoidectomy and 
Tonsillectomy, N.Y. State J. Med. 55:886 (Mar., 1956) 
‘*Adrenosem Salicylate is nontoxic and has a high index of therapeutic safety. is 
At the recommended dosage levels there are no contraindications. It has no i 
cumulative effect. Patients treated for more than two years show no toxic 
effects attributable to the drug.” 


Riddle, A.C., Jr.: Adrenosem Salicylate: A Systemic Hemostat, Oral Surg., Oral Med., 
Oral Path. 6:617 (June, 1955) 


Adrenosem Salicylate is supplied in 
* ampuls 
tablets 
* and as a syrup. 


Write for comprehensive illustrated 
brochure describing the action and 
uses of Adrenosem Salicylate. 


THe s.c. MASSENGILL company 


BRISTOL, TENNESSEE « NEW YORK « KANSAS CITY e SAN FRANCISCO j 
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EVolution of 
PSORIASIS 


INvolution with 


RIASOL 


EVOLUTION: The primary red, scaly papules 
of untreated psoriasis develop by coalescence into 
q large patches covered with thick, imbricated scales. 


INVOLUTION: Under treatment with RIASOL, 
the patches clear up first in the center and then 
toward the periphery. Finally, discoloration fades 
leaving normal skin. 


of RIASOL 


RIASOL, accelerates the natural healing process 
by treating the deeper epidermal layers from which 
the cutaneous lesions of psoriasis take origin. Clini- 
cal tests show clearing of or improvement in the 
skin patches in 76% cases of psoriasis treated with 


RIASOL. 


RIASOL contains 0.45% mercury chemically 
combined with soaps, 0.5% phenol and 0.75% 
cresol in a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. 
No bandages required. After one week, adjust to 
patient’s progress. 

Ethically promoted RIASOL is supplied in 4 
and 8 fld. oz. bottles, at pharmacies or direct. 


After use of RIASOL 


Test RIASOL Yourself 


May we send you professional literature and generous 
clinical package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


Dept. JAOA-557 12850 Mansfield Avenue Detroit 27, Michigan 


Writings 


—— 
N 
B 
— 
ee 
~~ 


JUST READY—NEW 10th (1957) EDITION 


BALLENGER and BALLENGER— 


By HOWARD C. BALLENGER, M.D., F.A.CS. 


Professor Emeritus of the Department of Otolaryngology, North- 
western University Medical School, Chicago; Surgeon, Department 
of Otolaryngology, Evanston Hospital, Evanston, Illinois 


The test of fifty years and nine successful editions 
are behind this new 10th edition of one of the 
leading texts and reference books in its field. Dis- 
eases of the nose, throat and ear are considered 
fully, in complete detail. Anatomy, functions and 
treatment, both medical and surgical, are so well 
organized that you can turn to this work with full 
confidence that its guidance will be adequate and 
correct on every phase of otolaryngology. The final 
section presents bronchoscopy, direct laryngoscopy, 
esophagoscopy and gastroscopy. 


Washington Square 


Diseases of the Nose, Throat & Ear 


New 10th Edition. 968 Pages. 550 Illustrations and 11 Plates in Color. $17.50. 


LEA & FEBIGER 


and JOHN J. BALLENGER, B.S., M.S., M.D. 


Associate in the Department of Otolaryngology, Northwestern Uni- 
versity Medical School, Chicago; Associate Surgeon, Department 
of Otolaryngology, Evanston Hospital, Evanston, Illinois 


The text has been rewritten or revised to include 
recent developments, with emphasis on physiology 
of the nose, eustachian tube and hearing; inflam- 
matory diseases of the labyrinth; benign and ma- 
lignant neoplasms; physiology and functional tests 
of the vestibular labyrinth; allergy; diphtheria; 
and Meniere’s disease and its allied syndromes. 
Based on a broad clinical viewpoint, this book is 
useful to specialists in this field and to general phy- 
sicians who know the value of having a complete 
reference work on these frequently met conditions. 


Philadelphia 6, Pa. 


Fortified digestive enzymes 


WITH ANTISPASMODIC 


COMPOSITION: Each Convertin-H tablet contains: 
In sugar-coated outer laver Homatropine Methylbromide.................... 2.5 mg. 


For indigestion 
SPASM 


Convertin-H fortifies the important gastric and pancreatic enzymes 
for efficient digestion of proteins, fats, and carbohydrates. 


tablets 


(providing 5 minims diluted Hydrochloric Acid, U.S.P.) 


1/600 gr. 
In enteric-coated inner core Pancreatin (4 X U.S.P.)...............0.0 00000 62.5 mg. 


(equiv. to Pancreatin U.S.P. 250 mg.) 


DOSE: One or two tablets with or just after meals. 
SUPPLIED: In bottles of 84 and 500 tablets. 


Send for Samples A B. F. ASCHER & COMPANY, INC. Ethical Medicinals * Kansas City, Mo. 


Journat A.O.A. 
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rarely sensitizes 


Polymyxin B-Bacitracin-Neomycin 


ANTIBIOTIC OINTMENT 


proved in clinical practice for 


dermatologic and ophthalmic infections 


m “We have had excellent therapeutic success and an ex- 
tremely low incidence of sensitization with its use.”' 


*,.. extremely valuable in cleaning up residual infection 
and stimulating granulation in all types of gangrenous 
ulcers.”” 


“Results are generally quick and excellent, especially in 
primary diseases. In secondarily infected dermatitis, the 
antibiotic clears the infection, but it obviously does not 
cure primary conditions such as acne or eczema.”* 


: Tubes of 14 oz. with applicator tip, % oz. with ophthalmic tip, and 1 oz. 


‘NEOSPORIN'’..... antisiotic OPHTHALMIC SOLUTION 


Polymyxin B-Gramicidin-Neomycin 


Bottles of 10 cc. with sterile dropper 


References: 


1. McCarthy, John T., and Nelson, Carl T.: Pediatric Clinics of North America, 
Philadelphia, W. B. Saunders & Co., August 1956, p. 514. 


2. Samuels, Saul S.: Angiology 7:532 (Dec.) 1956. 
3. Panaccio, Victor: Canad. M. A. J. 75:592 (Oct.) 1956. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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More evidence! to confirm that elixir 


...quick-acting pediatric antipyretic-analgesic 


reduces fever, 
relieves aches, pains: Tylenol “produced effective 
antipyretic and analgesic 

responses...””! 


“no evidence of side-effects...’ 
even on prolonged use! 


‘Tylenol was considered 
‘acceptable’ or ‘liked’ by... 
86% of the children.” 


Elixir TYLENOL /or little ‘‘hot heads’ 


Bottles of 4 and 12 fl. oz. 


| McNEIL} 


1. Cornely, D. A., and Ritter, J. A.: N-acetyl-p-aminophenol (Tylenol Elixir) 
as a Pediatric Antipyretic-Analgesic, J.A.M.A. 160:1219 (Apr. 7) 1956. 


Journat A.O.A. 
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DIABETES MELLITUS 


. . - With Emphasis on Children 
and Young Adults 


By T. S. DANOWSKI, M.D. 


Correlates original research with 


7 Medical complications Psychosomatic aspects 
Hereditary factors Treatment 


This volume provides a thorough but concige survey of the entire field of diabetes, an ail- 
ment which now afflicts almost four million Americans. As the title indicates, it contains a great 
deal of new data on diabetes in the troublesome younger age groups compared and contrasted 
with the findings in older diabetics. 


Although Doctor Danowski is well qualified by training and experience to speak with 
authority on the subject of diabetes, there are no ex cathedra pronouncements. Whether the 
point be a new test for measuring urine sugar, the relative merits of various glucose tolerance 
tests, the role of rigid regulation in the prevention of vascular disease, or a discussion of con- 
troversial aspects of acidosis and coma therapy, the evidence for and against is scrupulously 
defined, backed by ample bibliographic support, and a logical conclusion is reached. The view- 
points of the adherents of rigid control and of “normal” diets are presented with scrupulous 
care and author’s goal is described. Throughout the text areas of incomplete knowledge are 
carefully identified. 


Actually this book accomplishes for the internist, practitioner, and specialist in diabetes 
what he has often promised himself; i.e., a thorough review of the field beginning with the 
basic biochemistry of foodstuffs and the role of insulin and other hormones in clinical and in 
experimental diabetes. Against this background the clinical manifestations, the detailed methods 
of diagnosis and differential diagnosis, the general principles and specificities of diet, of insulin 
and oral insulin substitute therapy, and of urine and blood testing are presented. Acid-base 
regulation is then succinctly described prior to a three-chapter discussion of the clinical mani- 
festations, the chemical pathology, and the principles of therapy of diabetic acidosis coma. The 
volume ends with detailed review of published data and new information on the gastrointestinal 
tract and liver, the growth and development, the emotions and intelligence, and the problems of 
vascular complications, pregnancy, neuropathy, and lipodystrophy in the diabetic. 


This monograph arouses a new appreciation of the multiplicity of factors operative in even 


the least complicated form of clinical diabetes and at the same time provides the factual back- 
ground for enlightened modern-day therapy of diabetes. 


Diabetes Mellitus . . . 


{@ The first book to deal adequately with juvenile diabetes. 

{# Recognizes the differences between diabetes in adults and children. 
{/ Based on first hand treatment of hundreds of cases. 

{@ Exhaustive bibliography and thorough index. 


534 pages, 117 figures, 47 tables. Price $13.50 


THE WILLIAMS & WILKINS COMPANY 
Mt. Royal and Guilford Avenues 
Baltimore 2, Maryland 


Order on 
10-day free 
approval 


Please send on ten-dav free approval: Danowski: Diabetes Mellitus $13.50. 


JAOA 5/57 
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Quatity / RESEARCH /INTEGRITY 


a way of escape 
from allergic effects of pollen 


CO-PYRONIL 


(Pyrrobutamine Compound, Liily) 


—with minimal side-effects 


This is the season when we all yearn for escape from every- 
day life, to “commune with nature.” But, to the one allergic 
to pollen, this craving is usually easier to endure than the 
penalty of exposure to pollen. 

Such a patient is grateful for the relief and protection 
provided by ‘Co-Pyronil.’ Frequently, only two or three 
pulvules daily afford maximal beneficial effects. 

pelt- ‘Co-Pyronil’ combines the complementary actions of a 
atric pulvules, and suspen- rapid-acting antihistaminic, a long-acting antihistaminic, 
sion. and a sympathomimetic. 


EL! LILLY AND COMPANY INDIANAPOLIS 6, INDIANA, U.S.A. 


758010 
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Conventions and 


meetings 


Announcements 


American Osteopathic Associa- 
tion, Sixty-First Annual Conven- 
tion, Hotels Adolphus, Baker, and 
Statler, Dallas, Tex., July 15-19. 
Program Chairman, Neil R. Kitch- 
en, 18820 Woodward Ave., Detroit. 


Academy of Applied Osteopathy, annual 
meeting, Hotel Baker, Dallas, Tex., 
July 19-20. Program Chairman, Mar- 
garet H. Raffa, 5009 Central Ave., 
Tampa 3, Fla. Secretary, Margaret W. 
Barnes, P. O. Box 1345, Carmel, Calif. 


American College of General Practition- 
ers in Osteopathic Medicine and Sur- 
gery, midyear clinical conference, No- 
vember 8-10, Sheraton-Cadillac Hotel, 
Detroit. Program Chairman, W. Clem- 
ens Andreen, 1475 Ford Ave., Wyan- 
dotte, Mich. Secretary, Alfred J. 
Schramm, 5880 San Vicente Blvd., Los 
Angeles. 


American College of Neuropsychiatrists, 
annual meeting, July 12-13, Hotel 
Baker, Dallas, Tex. Secretary, Don C. 
Littlefield, 4320 Atlantic Ave. Long 
Beach 7, Calif. 


American College of Osteopathic Intern- 
ists, annual meeting, Hotel del Coro- 
nado, Coronado, Calif., September 26- 
28. Program Chairman, Delmar Dan- 
iel, 400 N. Glenoaks Blvd., Burbank, 
Calif. Secretary, Glennard E. Lahrson, 
460 Staten Ave., Oakland 10, Calif. 


American College of Osteopathic Pedia- 
tricians, annual meeting, Hotel Statler, 
Dallas, Tex., July 12-14. Secretary, 
Harold H. Finkel, 248 W. Main St., 
Ephrata, Pa. 


American College of Osteopathic Sur- 
geons, annual meeting, Sheraton-Jeffer- 
son Hotel, St. Louis, October 27-31. 
Program Chairman, Don E. Ranney, 
793 N. Renaud, Grosse Pointe Woods 
36, Mich. Executive Assistant, Mrs. 
E. F. Martin, Box 474, Coral Gables 
34, Fla. 


American Osteopathic Academy of Or- 
thopedics, annual meeting, Sheraton- 
Jefferson Hotel, St. Louis, October 27- 
31. Secretary, J. Paul Leonard, 2673 
W. Grand Blvd., Detroit 8. 


American Osteopathic College of Anes- 
thesiologists, annual meeting, Sheraton- 
Jefferson Hotel, St. Louis, October 27- 
31. Program Chairman, Lawrence Ev- 


Vow. 56, May 1957 


Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trials} METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
lasting, 12-hour protection from 
attacks of angina pectoris. 


'Fuller, H. L. and Kassel, L. E.: Antibiotic 


1 tablet 
all night 


Simplified dosage—just 1 tablet on 
arising, and 1 before the evening meal. 


Greater economy—costs less than q.i.d. 
therapy in long-term angina control. 


Supplied: METAMINE SUSTAINED, 10 mg., 
bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., in 
bottles of 50 and 500, and METAMINE 
(2 mg.) with BUTABARBITAL (14 gr.), 
bottles of 50 tablets. 


Medicine and Clinical Therapy, 3:322, October 1956. 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg, 


Sustained 


Thos. Looming Gene. 44th St., New York 17, NY. 


erett Giffen, 209 Monroe St., Jefferson 
City, Mo. Secretary, Crawford M. 
Esterline, Box 155, Kirksville, Mo. 


American Osteopathic College of Path- 
ologists, annual meeting, Hotel Baker, 
Dallas, Tex., July 15-16. Secretary, 
Arthur L. Wickens, Mt. Clemens Gen- 
eral Hospital, Macomb at North, Mt. 
Clemens, Mich. 


American Osteopathic College of Radiol- 
ogy, annual meeting, Sheraton-Jeffer- 
son Hotel, St. Louis, October 27-31. 
Secretary, F. A. Turfler, Jr., South 
Bend Osteopathic Hospital, 118 S. Wil- 
liam St., South Bend 2, Ind. 


American Osteopathic Hospital Associa- 
tion, annual meeting, Sheraton-Jeffer- 


son Hotel, St. Louis, October 26-30. 
Program Chairman, Mr. Heber Grant, 
466 E. Olive Ave., Burbank, Calif. Ex- 
ecutive Secretary, Mr. R. P. Chapman, 
604 Kahl Bldg., 326 W. Third St. 
Davenport, Iowa. 


California, annual meeting, Hotel del 
Coronado, Coronado, May 15-19. Ex- 
ecutive Secretary, Mr. Thomas C. 
Schumacher, 1298 Wilshire Blvd., Los 
Angeles 17. 


Colorado, Rocky Mountain Osteopathic 
Conference, Broadmoor Hotel, Colo- 
rado Springs, November 15-17. Secre- 
tary, C. Robert Starks, 1459 Ogden St., 
Denver. 


Florida, annual meeting, Jacksonville 
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Hotel, Biloxi, Miss., October 24-26. 
Program Chairman, Melbert R. Hig- 
gins, Box 286, S.L.I., Lafayette. Secre- 
tary, V. L. Wharton, 406-407 Weber 
Bldg., Lake Charles. 


Maine, annual meeting, Samoset Hotel, 
Rockland, June 27-29. Professional Ed- 
ucation Chairman, Donald P. Miller, 
Main St., Norridgewock. Secretary, 
Roswell P. Bates, 72 Main St., Orono. 


if you 
prescribe 
salicylates 
...you will 
get better 
results 


bed HEADACHE 


Massachusetts, annual meeting, Somerset 
Hotel, Boston, January 18-19, 1958. 
Secretary, Robert R. Brown, 64 Tra- 
pelo Rd., Belmont 78. 


Michigan, annual meeting, Pantlind Ho- 
tel, Grand Rapids, September 30-Octo- 
ber 2. Program Chairman, John E. 
Leech, 1149 Iroquois Dr., S.E., Grand 
Rapids 6. Secretary, P. Ralph More- 
house, 214 S. Superior St., Albion. 


Missouri, annual meeting, Muehlebach 
Hotel, Kansas City, September 11-13. 
Program Chairman, Howard E. Gross, 
1102 E. Normal Ave., Kirksville. Sec- 
retary, Mr. Paul D. Adams, 325 E. 
McCarty St., Jefferson City. 


New York, annual meeting, Hotel Stat- 
ler, New York City, October 11-12. 
Program Chairman, William O. Kings- 
bury, 60 E. 42nd St., New York 17. 
Secretary, C. Fred Peckham, 27 W. 
Bridge St., Oswego. 


MYALGIA 


ARTHRITIS 


Aspirin buffered with MaaLox® 


TABLETS (RoRER) 


Ascriptin® tablets: 

1. Produce double the salicylate blood level dose for dose . . . 
compared with plain aspirin.* 

2. Very seldom cause gastric distress. 

3. Relieve pain faster, and longer than does aspirin. 


Indicated: Any conditions where salicylates 
are useful. 


Dosage: Same as aspirin. 

Formula: Each Ascriptin tablet contains: 
ACETYLSALICYLIC AciD. .0.30 Gm. 


North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 24-26. 
Program Chairman, S. Dales Foster, 
710 Public Service Bldg., Asheville. 


Northwest Osteopathic Convention, Mult- 
nomah Hotel, Portland, Oregon, June 


Degrees of pain relief are difficult to measure. 
We'll be glad to send you samples of AscriPTIN 
tablets with our compliments and you may 
make your own comparisons. 

Promoted professionally only. 

Available at prescription pharmacies. 


(Magnesium aluminum hydroxide gel) 


*Human subjects 


PHILADELPHIA 44, PA, 


September 30-October 2. Program 
Chairman, Louis J. Larmoyeux, 124 E. 
Ashley St., Jacksonville 2. Secretary, 
Dominic Raffa, 5009 Central Ave., 
Tampa 3. 


Idaho, annual convention, Owyhee Hotel, 
Boise, May 17-19. Program Chairman, 
L. D. Anderson, 308 Eastman Building, 
Boise. Secretary, Emery J. Miller, 124- 
128 Caldwell Blvd., Nampa. 


Indiana, annual meeting, Marott Hotel, 
Indianapolis, May 19-21. Program Co- 
chairmen, Paul van B. Allen, 1500 N. 

Delaware St., Indianapolis 2, and H. E. 

Rinne, 519-20 Merchants Bank Bldg., 

Indianapolis 4. Secretary, Arabelle B. 
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Wolf, 4840 N. Michigan Rd., Indian- 
apolis 8. 


Iowa, annual meeting, Savery Hotel, Des 
Moines, May 27-28. _Program Chair- 
man, R. S. Farran, Badgerow Bldg., 
Sioux City 9. Secretary, Mr. Herman 
W. Walter, 200 Walnut Bldg., Des 
Moines 9. 


Kentucky, annual meeting, Brown Hotel, 
Louisville, October 16-17. Program 
Chairman, Paul E. Dunbar, 2505 Cher- 
okee Highlands, Paducah. Secretary, 
Martha Garnett, 2829 Brownsboro 
Road, Louisville 6. 


Louisiana, annual meeting, Buena Vista 


17-20. Program Chairman, Russell F. 
Kenaga, 2265 W. Burnside St., Port- 
land 5, Oregon. Secretary, Washington, 
Mrs. Dorcas L. Sizer, 1747 S. Sheridan 
Ave., Tacoma 5. Secretary, Oregon, 
David E. Reid, Box 372, Lebanon. 


Oklahoma, annual meeting, Hotel Tulsa, 
Tulsa, November 5-7. Program Chair- 
man, Ray H. Thompson, 409 W. Cana- 
dian St., Vinita. Secretary, G. R. 
Thomas, 2929 N. Walker, Oklahoma 

City 18. 


Oregon: See Northwestern Osteopathic 
Convention. 


Osteopathic College of Ophthalmology 
and Otorhinolaryngology, annual meet- 
ing, Statler-Hilton Hotel, Dallas, Texas, 
September 23-25. Executive Secretary, 
Clifford E. Foster, 1388 Gladys Ave., 
Lakewood 7, Ohio. 


Pennsylvania, annual meeting, Chalfonte- 
Haddon Hall Hotels, Atlantic City, 
New Jersey, September 12-14. Pro- 
gram Chairman, Robert Friedman, 1201 
Walnut St., Allentown. Executive Sec- 
retary, Mr. George W. Thomas, 1941 
Market St., Harrisburg. 


Rocky Mountain: See Colorado. 
South Dakota, annual meeting, Huron, 


June 2-3. Program Chairman, F. A. 
Nutter, Jr., Box 368, Beresford. Sec- 


Journat A.O.A. 
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retary, Earl W. Hewlett, 417 W. 27th 
St., Sioux Falls. 


Vermont, annual meeting, Woodstock 
Inn, Woodstock, September 24-26. Pro- 
gram Chairman, Thomas P. Dunleavy, 
162 N. Main St., Barre. Secretary, 
Howard I. Slocum, Battell Block, Mid- 
dlebury. 


Virginia, annual meeting, Williamsburg 
Lodge, Williamsburg, May 24. Pro- 
gram Chairman, Felix D. Swope, 609 
Farragut Medical Bldg., Washington 6, 
D.C. Refresher course, Charlottesville, 
October 12-13. Secretary, John A. Ci- 
fala, 2778 N. Washington Blvd., Ar- 
lington. 


Washington: See Northwest Osteopathic 
Convention. 


West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, June 2-4. 
Program Chairman, Frank E. Pick, 
4410 McCorkle Ave. S.W., South 
Charleston 3. Secretary, Guy E. Mor- 
ris, 542 Empire Bank Bldg., Clarks- 
burg. 


Western States Osteopathic Society of 
Proctology, annual meeting, Riviera 
Hotel, Las Vegas, Nevada, October 7- 
9. Program Chairman, Marcus S. Ger- 

lach, 2015 State St., Santa Barbara, 

California. Secretary, Earle F. Wa- 

ters, 925 E. South Temple St., Salt 

Lake City 2, Utah. 


State and 


national boards 


ALABAMA 

Examinations June 25-27. Address D. 
G. Gill, M.D., secretary, Board of Medi- 
cal Examiners, State Office Bldg., Mont- 
gomery 4. 


ARIZONA 

Professional examinations June 13-15. 
Applications must be filed not less than 
1 month prior to examination. Address 
Russell Peterson, D.O., secretary, Osteo- 
pathic Board of Registration and Ex- 
amination in Medicine and Surgery, 2747 
East McDowell Road, Phoenix. 

Basic science examinations June 18 at 
the University of Arizona, Tucson. Ap- 
plications must be filed 2 weeks prior to 
examinations. Address H. D. Rhodes, 
Ph.D., secretary, Basic Science Board, 
University of Arizona, Tucson. 


COLORADO 
Examinations June 11-12 at Denver. 
Applications must be filed by May 13. 
Address Mrs. Beulah H. Hudgens, exec- 
utive secretary, Board of Medical Ex- 
aminers, 715 Republic Bldg., Denver 2. 
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COW'S MILK ALLERGY IN INFANTS 


RECOGNIZABLE’ eczema 


asthma ° persistent rhinitis * hyper- 
irritability colic diarrhea vomiting 
(pylorospasm) © cough ¢ nasal stuffiness 
all these symptoms have been traced to 


cow's milk allersy TREATABLE 


MULL-SOY 


several investigators report that substitution of 
MULL-SOY for cow’s milk usually results in prompt 
and often dramatic remission of symptoms when cow’s 
milk is the offender. 


MULL-SOY... pioneer hypoallergenic alterna- 
tive to cow’s milk...now even better in palat- 
ability, lighter color, freedom from loose stools, 
in promoting normal growth and development. 
Easily digested and assimilated, free of added po- 
tential allergens, high in unsaturated fatty acids. 


MULL-SOY e BREMIL ¢ DRYCO e BETA LACTOSE e KLIM 
products of BORDEN’S PRESCRIPTION PRODUCTS DIVISION, 350 Madison Ave., New York 17 
*A comprehensive bibliography on cow's milk allergy is available to interested physicians. 


CONNECTICUT 
Examinations July 9-10. Applications 
must be filed by June 25. Address Frank 
Politsch, D.O., secretary, Osteopathic 
Examining Board, 300 Main St., New 
Britain. 


DELAWARE 
Examinations July 9-11. Address Jo- 
seph S. McDaniel, M.D., secretary, Board 
of Medical Examiners, 229 S. State St., 
Dover. 


FLORIDA 
Professional examinations June 29-30 
at Mayflower Hotel, Jacksonville. Appli- 
cations must be filed by June 1. Address 
W. S. Horn, D.O., secretary, Board of 


Osteopathic Medical Examiners, P.O. 
Box 85, Palmetto. 

Basic science examinations June 8 in 
Miami. Applications must be filed by 
May 14. Address M. W. Emmel, D.V.M., 
secretary, Board of Examiners in the 
Basic Sciences, P.O. Box 340, Gainesville. 

C. Markel Becker, Winter Haven, has 
been elected chairman of the Board of 
Osteopathic Medical Examiners upon the 
resignation of Louis J. Larmoyeux, Jack- 
sonville. Thomas F. Sheffer, Fort Lau- 
derdale, has been appointed for a 3-year 
term to fill the vacancy on the board. 


GEORGIA 
Examinations July 2 at Atlanta. Ad- 
dress Hoyt B. Trimble, D.O., secretary, 
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AGE... In older people, chronic constipa- 
tion and biliary dyspepsia are often the re- 
sult of decreased food and water intake, 
inactivity, intestinal muscle atonicity, in- 
creased anorectal disorders, biliary stasis. 


OCCUPATION . . . Among the sedentary 
workers, chronic constipation and impaired 
digestion are often the result of lack of exer- 
cise which retards normal peristaltic action 


in the gastrointestinal tract. 


Tablets of Caroid and Bile Salts with Phenolphthalein are specifically 
formulated to provide a 3-way, comprehensive approach to the prob- 
lem of impaired digestion and elimination. 


1. CHOLERETIC 
2. DIGESTANT 
3. LAXATIVE 


For patients who cannot or will not be managed by diet and exercise, 
Caroid and Bile Salts helps establish normal physiological patterns. 


samples available on request 


Bile salts stimulate biliary flow for 
improved fat emulsification while 
Caroid steps up protein digestion up 
to 15%. Gentle stimulant laxatives 
induce formed, easily passed stools. 


AMERICAN FERMENT COMPANY, INC., 1450 BROADWAY, NEW YORK 18, N. Y. 


Board of Osteopathic Examiners, 321 
Mortgage Guarantee Bldg., Atlanta 3. 


HAWAII 

Examination dates by Territorial Law 
are usually the first Wednesday, Thurs- 
day, and Friday of January, April, July, 
and October. One of these dates is set 
for examination after approval of the 
candidate’s application by the Board. Ad- 
dress Frank O. Gladding, D.O., secre- 
tary, Board of Osteopathic Examiners, 
504 Kauikeolani Bldg., Honolulu 13. 


IDAHO 
Examinations June 13 at Boise. Ad- 
dress Margaret Gilbert, Director, Occu- 
pational License Bureau, Department of 
Law Enforcement, State House, Boise. 
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ILLINOIS 
Examinations June 17-20 in Chicago. 
Address Mr. Frederic B. Selcke, Super- 
intendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


IOWA 
Basic science examinations July 9 at 
the State House, Des Moines. Address 
Ben H. Peterson, Ph.D., secretary, Board 
of Basic Science Examiners, Coe College, 
Cedar Rapids. 


KANSAS 
Examinations June 27-29 at the Hotel 
Jayhawk, Topeka. Applications must be 
filed by June 17. Address C. A. Welker, 
D.O., secretary, Board of Osteopathic 


Examination and Registration, J. C. Pen- 
ney Bldg., Concordia. 


MAINE 
Examinations June 11-12. Address 
George Frederick Noel, D.O., secretary, 
Board of Osteopathic Examination and 
Registration, Monument Square, Dover- 
Foxcroft. 


MARYLAND 
Examinations in June. Address Chris- 
topher L. Ginn, D.O., secretary, Board of 
Osteopathic Examiners, 419 Charles St., 
Baltimore 1. 


MASSACHUSETTS 
Examinations July 9. Address Robert 
C. Cochrane, M.D., secretary, Board of 
Registration in Medicine, Room 37, State 
House, Boston. 


MICHIGAN 

Roy G. Bubeck, Jr., Grand Rapids, has 
been elected president of the Board of 
Osteopathic Registration and Examina- 
tion. Others named to l-year terms are 
Emmett Binkert, Carson City, vice presi- 
dent; C. J. Manby, Battle Creek, secre- 
tary-treasurer. 


MINNESOTA 
Basic science examinations June 4-5. 
Address Raymond N. Bieter, M.D., sec- 
retary, Board otf Examiners in the Basic 
Sciences, 105 Millard Hall, University of 
Minnesota, Minneapolis 14. 


MISSISSIPPI 
Examinations June 24-25 at the Robert 
E. Lee Hotel, Jackson. Applications must 
be filed prior to June 14. Address R. N. 
Whitfield, M.D., assistant secretary, 

Board of Health, Jackson. 


NEVADA 

Professional examinations June 29 at 
210 W. Second St., Reno. Applications 
must be filed by June 15. Address Wal- 
ter J. Walker, D.O., secretary, Board of 
Osteopathic Examiners, 210 W. Second 
St., Reno. 

Basic science examinations July 2. Ad- 
dress Donald G. Cooney, Ph.D., secre- 
tary, Board of Examiners in the Basic 


- Sciences, Box 9005, University Station, 


Reno. 


NEW JERSEY 
Examinations on June 18. Address 
Patrick H. Corrigan, M.D., acting secre- 
tary, Board of Medical Examiners, 28 
W. State St., Trenton. 


NEW MEXICO 
Basic science examinations July 21. 
Address Mrs. Marguerite Cantrell, secre- 
tary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 


NEW YORK 
Examinations July 9-12 at Albany, 
Buffalo, New York City, Rochester, and 
Syracuse. Applications must be filed by 
June 10. Address John W. Paige, M.D., 
Chief, Bureau of Professional Examina- 
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tions and Registrations, State Education 
Department, 23 S. Pearl St., Albany 7. 


NORTH CAROLINA 
Examinations July 1 at Raleigh. Ap- 
plications must be filed by June 20. Ad- 
dress F. R. Heine, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, 108 Kensington Rd., Greensboro. 


NORTH DAKOTA 
Examinations July 14 in Minot. Appli- 
cations should be filed no later than June 
15. Address G. L. Hamilton, D.O., secre- 
tary, Board of Osteopathic Examiners, 
119 Main St., South, Minot. 


OHIO 
Examinations June 13-15 in Columbus. 
Applications should be filed no later than 
June 5. Address H. M. Platter, M.D., 
secretary, Medical Board, 21 West Board 
St., Columbus 15. 


OREGON 

Examinations during July in Portland. 
Address Mr. Howard I. Bobbitt, execu- 
tive secretary, Board of Medical Exami- 
ners, 609 Failing Bldg., Portland. 

David E. Reid, D.O., Lebanon, has 
been re-elected to the Board for a 5-year 
term. 


RHODE ISLAND 

Professional examinations June 27-28 
at Providence. Applications must be filed 
by May 27. Address Mr. Thomas B. 
Casey, Administrator of Professional 
Regulation, 366 State Office Bldg., Pro- 
vidence. 

Basic science examinations August 28. 
Applications must be filed 21 days in ad- 
vance. Address Mr. Casey. 


SOUTH CAROLINA 
Examinations June 18 at Columbia. 
Address Ernest A. Johnson, D.O., secre- 
tary-treasurer, State Board of Osteo- 
pathic Examiners, Box 525, Summerville. 


SOUTH DAKOTA 

Professional examinations July 16-17 
at Rapid City. Applications must be filed 
by July 1. Address Mr. John C. Foster, 
Executive Secretary, Board of Medical 
and Osteopathic Examiners, 300 First 
National Bank Bldg., Sioux Falls. 

Basic science examinations June 7-8 at 
Medicine and Science Building, Univer- 
sity of South Dakota, Vermillion. Appli- 
cations must be filed by May 24. Address 
Gregg M. Evans, Ph.D., secretary, Basic 
Science Board, 310 E. 15th St., Yankton. 


TENNESSEE 

Professional examinations August 8 at 
the Hermitage Hotel, Nashville. Applica- 
tions must be filed by July 15. Address 
M. E. Coy, D.O., secretary, Board of 
Examination and Registration for Osteo- 
pathic Physicians, 1226 Highland, Jack- 
son. 

Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
Secretary, Board of Basic Science Ex- 
aminers, 874 Union Avenue, Memphis 3. 
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Extended action — The intensity of 
effects smoothly sustained all-day 
or all-night by each DONNAGESIC 
Extentab is equivalent to, or greater 
than, the maximum which would be 
provided by q. 4h. administration of 


onnagesic 
Extentabs® 


extended action tablets of CODEINE with DONNATAL® 


O.. DONNAGESIC Extentab gives 10 to 12 hours of steady, high- 
level codeine analgesia. Rebuilding of effective analgesia with repeated 
doses is avoided. Patient comfort is continuous. 


There is more pain relief in DONNAGESIC Extentabs than in codeine 
alone — codeine analgesia is potentiated by the phenobarbital present. 
Phenobarbital diminishes anxiety, lowering patient’s reactivity to pain. 


DONNAGESIC is safer, too, for codeine side effects are minimized by the 
peripheral action of the belladonna alkaloids. 


DONNAGESIC No. 1 (pink) ---- DONNAGESIC Ne,.2-(red) 
CODEINE Phosphate. . .48.6 mg. (% gr.).. .97.2 mg. (142 gr.) 
Hyoscyamine Sulfate....... 0.3111 mg..........0.3111 mg. 
Atropine Sulfate ..........0.0582 mg..........0.0582 mg. 
Hyoscine Hydrobromide..... 0.0195 mg..........0.0195 mg. 
Phenobarbital 


48.6 mg. (% gr.)... .48.6 mg. (% ger.) 


A. H. ROBINS CO., INC., RICHMOND, VIRGINIA 


REG. U.S. PAT. OFF., PAT. APPLIED FOR. 


Examinations June 24-26 at the Texas 
Hotel in Fort Worth. Applications for 
examination must be filed by June 14. 
Applications for reciprocal licensing must 
be filed by May 24. Address M. H. 
Crabb, M.D., secretary, Board of Medi- 
cal Examiners, 1714 Medical Arts Bldg., 
Fort Worth 2. 


VERMONT 
Examinations in June. Address Charles 
D. Beale, D.O., secretary, Board of Os- 
teopathic Examination and Registration, 
Mead Building, Rutland. 


WASHINGTON 
Professional examinations July 15-17 
at the School of Medicine, University of 


Washington in Seattle. Applications must 
be filed by July 1. Address Mr. Edward 
C. Dohm, secretary, Professional Divi- 
sion, Department of Licensure, Olympia. 
Basic science examinations July 10-11 
at the School of Medicine, University of 
Washington in Seattle. Applications must 
be filed by July 1. Address Mr. Dohm. 


WEST VIRGINIA 
Examinations June 17-18 at Daniel 
Boone Hotel, Charleston. Applications 
must be filed by May 15. Address Theo- 
dore L. Sharpe, D.O., secretary, Board 
of Osteopathy, 212 W. Burke St., Mar- 
tinsburg. 


WISCONSIN 
Professional examinations July 9-10 in 
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bad @ eater duration of action... 


... easier admunistration* 


an advance in ACTH ther 


Cortrophin'-zinc 


Over 3% years’ clinical experience, represented by 
thirty published reports and actual use in thousands 
of cases, supports the advantages of Cortrophin-Zinc 
over other forms of ACTH. Truly long-acting 
Cortrophin-Zinc provides smooth corticotropin ac- 
tion for at least 24 hours in the most acute cases to 
48 and even 72 hours in milder cases. An aqueous 
suspension, it flows easily through a 26-gauge needle 
without pre-heating. 

Supplied in 5-cc vials, each cc containing 40 U.S.P. 
units of corticotropin with 2 mg of zinc. 


*Banghart, H. E., and 
R. K. 


. D. Watanabe: Ex- 
hibit Clinical Meeting, 
A.M.A., Boston, Nov, 29- 
Dee. 2, 1955. 
+T.M.—Cortrophin {Patent 


Pending. Available in other 
ORANGE, N. J. countries as Cortrophine-Z. 


Milwaukee. Address E. C. Murphy, D.O., 
Board of Medical Examiners, 438 Gilbert 
Ave., Eau Claire. 

Basic science examinations Saturday, 
June 1, at Milwaukee. Applications must 
be filed by May 24. Address Mr. W. H. 
Barber, secretary, Board of Examiners 
in the Basic Sciences, Ripon College, 
Ripon. 


Applications must be filed by May 20. 
Address D. Gordon Campbell, D.O., sec- 
retary, Board of Directors of Osteop- 
athy, Drugless Practitioners Act, 2 Bloor 
St., E., Toronto 5, Ontario. 


Reregistration 
of osteopathic licenses 


WYOMING 
Examinations June 3 at Cheyenne. Ad- 
dress Franklin D. Yoder, M.D., secre- 
tary, Board of Medical Examiners, New 
State Office Building, Cheyenne. 


During June—Hawaii, $5, residents, $2 
for non-residents. Adress Frank O. Glad- 
ding, D.O., secretary-treasurer, Board of 
Osteopathic Examiners, 504 Kauikeolani 
Bidg., Honolulu 13. 


ONTARIO 
Examinations June 13-15 at Toronto. 
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Before June 30—Delaware, $20.00. Ad- 
dress Joseph S. McDaniel, M.D., secre- 
tary, Board of Medical Examiners, 229 
S. State St., Dover. 


June 30—Virginia, $1.00. Address K. 
D. Graves, M.D., secretary, Board of 
Medical Examiners, 631 First St., S.W., 
Roanoke. 


On or before July 1—New Mexico, $5. 
Address H. E. Donovan, D.O., secretary, 
Board of Osteopathic Examination and 
Registration, Donovan Osteopathic Hos- 
pital, Raton. 


July 1—Idaho, $10. Address Margaret 
Gilbert, Director, Bureau of Occupa- 
tional Licenses, Room 354, State House, 
Boise. 


July 1—Kansas, $10. Address C. A. 
Welker, D.O., secretary, Board of Osteo- 
pathic Examination and Registration, J. 
C. Penney Bldg., Concordia. 


July 1—Michigan, $5. Address P. 
Ralph Morehouse, D.O., assistant secre- 
tary, Board of Osteopathic Registration 
and Examination, 214 S. Superior St., 
Albion. 


July 1—North Dakota, $3. Address G. 
L. Hamilton, D.O., secretary, Board of 
Osteopathic Examiners, Ringo Bldg., 119 
S. Main St., Minot. 


July 1—Oklahoma, $2. Address G. R. 
Thomas, D.O., secretary, Board of Oste- 
opathy, 1100 N.W. 36th St., Oklahoma 
City 18. 

July 1—West Virginia, $2. Address 
Theodore Sharpe, D.O., acting secretary, 
Board of Osteopathy, 212 W. Burke St., 
Martinsburg. 


July 1, with 60 days following—Indi- 
ana, $5 residents, $10 non-residents. Ad- 
dress, Miss Ruth V. Kirk, executive sec- 
retary, Board of Medical Registration 
and Examination, 538 Knights of Pythias 
Bldg., Indianapolis 4. 


Examination 


by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken, must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology ; physiological chemistry ; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
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surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
neurology and psychiatry; public health, 
including hygiene, medical jurisprudence ; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part IIT 
are anatomy; physiology; pathology; os- 
teopathic principles; therapeutics, and 
pharmacology; surgery; ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diag- 
nosis; public health and communicable 
diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 
1 year internship in a hospital approved 
by the American Osteopathic Association 
for intern training. Part III is given an- 
nually at the Philadelphia, Kirksville, 
and Los Angeles colleges. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in 
an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1-vear intern- 
ship approved by the American Osteo- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to July, 1950. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2. 


Specialty 


board examinations 


ANESTHESIOLOGY 

Examination October 26, 9:00 am., 
Sheraton-Jefferson Hotel, St. Louis. Ad- 
dress Crawford M. Esterline, D.O., sec- 
retary, American Osteopathic Board of 
Anesthesiology, P.O. Box 155, Kirksville, 
Mo. 


INTERNAL MEDICINE 

Written and oral examinations Septem- 
ber 22-23 at the Hotel del Coronado, 
Coronado, Calif. Applications must be 
filed before April 1. Address Glennard E. 
Lahrson, D.O., secretary-treasurer, Amer- 
ican Osteopathic Board of Internal Medi- 
cine, 460 Staten Ave., Oakland 10, Calif. 


NEUROLOGY AND PSYCHIATRY 


Oral examinations in November, writ- 
ten tests in February, and clinical exami- 
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decongests 


DESITIN 


hemorrhoidal 


PPOSITORIES 


with cod liver oil 


DESITIN SUPPOSITORIES afford rapid relief in hem- 
orrhoids (non-surgical). Norwegian cod liver oil (rich 
in vitamins A and D and unsaturated fatty acids) helps 
promote healing. They do not contain styptics, local 
anesthetics, or narcotics and therefore 
do not mask serious rectal disease. 

In boxes of 12. 


samples are available from 


DESITIN CHEMICAL COMPANY 
Providence, R. I. 


nations in May or June. Applications 
must be filed no later than October 1. 
Address Thomas J. Meyers, D.O., secre- 
tary-treasurer, American Osteopathic 
Board of Neurology and Psychiatry, 234 
East Colorado St., Pasadena 1, Calif. 


PATHOLOGY 
Examination July 12, 9:00 a.m., Dallas 
Osteopathic Hospital, Dallas, Tex. Ad- 
dress Norman W. Arends, D.O., secre- 
tary, American Osteopathic Board of 
Pathology, 13119 Sherwood Drive, Hunt- 
ington Woods, Mich. 


PEDIATRICS 
Examinations July 9-12 in Dallas, Tex. 
Address Evangeline N. Percival, D.O., 


secretary, American Osteopathic Board 
of Pediatrics, 1721 Griffin Ave., Los An- 
geles 31. 


PHYSICAL MEDICINE AND 
REHABILITATION 


Examinations July 12-13 in Dallas, 
Tex. Address Robert C. Ruenitz, D.O., 
secretary-treasurer, American Osteopathic 
Board of Physical Medicine and Rehabil- 
itation, 3122 W. Vernon Ave., Los An- 
geles 8. 


PROCTOLOGY 
Examination July 13 in Dallas, Tex. 
Address Carlton M. Noll, D.O., secre- 
tary, American Osteopathic Board of 
Proctology, Box 47, Evergreen, Colo. 
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RADIOLOGY 

Examinations October 25-26 in St. 
Louis. Address D. W. Hendrickson, D.O., 
secretary, American Osteopathic Board 
of Radiology, 3429 East Douglas Ave., 
Wichita 8, Kans. 


SURGERY 

Examinations October 26-27 in St. 
Louis. Applications for examination in 
specialty fields of surgery, gynecological 
surgery, neurosurgery, orthopedic sur- 
gery, peripheral vascular surgery, plastic 
surgery, urological surgery must be re- 
ceived prior to April 1. Address Mrs. E. 
F. Martin, corresponding secretary, Amer- 
ican Osteopathic Board of Surgery, P.O. 
Box 474, Coral Gables, Fla. 


Unprecedented 
population gain* 


Breaking all previous records, the pop- 
ulation of the United States increased by 
2,900,000 during 1956, bringing the to- 
tal, including the Armed Forces overseas, 
to 169,670,000 at the end of the year. In 
the 11% years since the close of World 


*Reprinted from Statistical Bulletin, Metro- 
pelitan Life Insurance Company, December 1956. 


for Renal Pain Relief 


urised 


Chimedic 


In urinary tract infections, URISED’s double-quick 
and dual-powered formula provides instant pain relief and 
prolonged effectiveness. 


RELAXES PAINFUL 
MUSCLE SPASM 


In minutes—uRISED relaxes and relieves painful smooth muscle 
spasm through the parasympatholytic action of atropine, 


hyoscyamine and gelsemium. Spasm is quickly overcome, 
emptying of the bladder facilitated, urinary retention minimized. 


PROVIDES POTENT 
BAGTERIOSTASIS 


In minutes—URISED’s methenamine, salol, methylene blue 
and benzoic acid police the urinary tract to combat bacterial 


growth, reduce bacterial and pus-cell content, and 
encourage healing. 


ACTIVE AGAINST 
ALL SYMPTOMS 


URISED’s double-quick antispasmodic and pain-relieving 
action is coupled with similar swiftness in relieving urgency, 


dysuria, frequency, and burning. 


URISED may be confidently prescribed for treatment of Cystitis + 


Pyelitis - Prostatitis - Urethritis - Other Urinary 
Infections - There is virtually no danger of untoward reactions. 


Send for literature and clinical trial supply of URISED 
CHICAGO PHARMACAL COMPANY 


SUPPLIED: Botties of 
100, 1000, 2000 


5547 N. Ravenswood Ave., Chicago 40, Illinois 


Pacific Coast Branch 
°81 Eleventh St., San Francisco, Calf. 


War II, almost 2914 million people have 
been added to our population—more than 
the total gain during the 23 years be- 
tween the two world conflicts. 

The unprecedented population growth 
in 1956 reflects an increase in births to 
the highest level in our history. There 
were about 4,200,000 births during the 
year, compared with 4,091,000 in 1955 
and 4,078,000 the year before. The births 
in 1956 correspond to a rate of 25.1 per 
1,000 population residing in the United 
States. For 11 years now the birth rate 
has exceeded 24 per 1,000. 

The baby crop of 1956 also set a new 
mark in another respect—its success in 
overcoming the hazards of early life. 
Infant mortality for the year dropped to 
a new low of about 26.2 per 1,000 live 
births, thus continuing the long-term 
progress which has been made in con- 
serving the lives of babies. This rate is 
about 1 percent less than the previous 
low established in 1955, and one fourth 
under that of a decade ago. 

On the whole, health conditions were 
very favorable during 1956. However, 
due largely to the increasing proportion 
of older persons in the population, mor- 
tality rose slightly for the second year 
in succession. In 1956 the death rate for 
the total population was 9.4 per 1,000, 
compared with 9.3 in 1955 and with the 
all-time low of 9.2 per 1,000 recorded 
the year before. The total number of 
deaths increased by more than 40,000 
annually in the past two years, reaching 
a record high of about 1,570,000 in 1956. 

The number of births exceeded deaths 
by an unprecedented margin. The nat- 
ural increase in our population amounted 
to about 2,630,000 for the year; it was 
about 2,564,000 in 1955 and 2,597,000 in 
1954, the previous high. Our country 
also gained about 275,000 persons through 
migration during 1956, or several thou- 
sand more than in each of the preceding 
four years. 

The population residing in the United 
States increased by 1.8 percent in 1956. 
Every geographic area of the country 
shared in this growth, with the Far West 
showing the largest rate of population 
increase, namely, 3.2 percent. This was 
not much below the annual rate during 
1950-1955 and almost double that for the 
country as a whole. California has gained 
abeut 3.1 million inhabitants since the 
1950 Census—more than any other State. 
Its population now numbers close to 13.7 
million, and is exceeded only by that of 
New York State. 

The Rocky Mountain States, particu- 
larly Nevada and Arizona, have been ex- 
periencing a vigorous rate of growth, as 
is evident from the accompanying table. 
Arizona now has over 1,000,000 residents, 
and Nevada has passed the quarter mil- 
lion mark. 

Four States outside the West have 
also had a rapid population growth. In 
Florida, the gain has averaged 5 percent 
annually, the population rising from 
2,771,305 in April 1950 to about 3,858,000 
at the end of 1956. Increases well above 
the rate for the United States as a whole 
have also been registered in Delaware, 
Maryland, and Michigan. 


Journat A.O.A. 
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Population losses since the 1950 Census 
have been sustained in five States. The 
number of residents has decreased by 
100,000 in Arkansas and by about 56,000 
in Mississippi. Smaller declines have oc- 
curred in West Virginia, Vermont, and 
Maine. 

Although the year to year increases in 
population have been mounting during 
the postwar period, it is unlikely that the 
annual increases in the near future will 
equal the gain in 1956. Even so, by the 
time of the 1960 Census, our population, 
including the Armed Forces overseas, 
may reach 178% million. In that event, 
the present decade will show an increase 
of about 271% million, or two fifths more 
than during the 1940’s, which up to that 
time had the greatest gain for a 10-year 
period. 


Rise in 
motor vehicle 


accident fatalities* 


Thus far in 1956, the death toll from 
motor vehicle accidents in the United 
States has risen to an unprecedented high 
level. 
year make an unusually favorable show- 
ing, the loss of life in such accidents 
may rise to over 40,000, compared with 
38,426 deaths in 1955 and 35,586 the year 
before. According to present indications, 
even on the basis of miles traveled, the 
motor vehicle accident death rate for 1956 
may be somewhat above the correspond- 
ing rate for 1955, which recorded a slight 
increase from the preceding year. In the 
past there was some solace in the fact 
that the death toll per 100 million vehicle 
miles was decreasing, but this has not 
been the case in the last two years. 

The attack on the motor vehicle acci- 
dent problem obviously needs to be in- 
tensified, particularly in those segments 
of the population where the problem is 
most acute. Males are far more frequent- 
ly the victims of such accidents than fe- 
males. Among white persons insured un- 
der Industrial policies in the Metropolitan 
Life Insurance Company, the motor ve- 
hicle accident death rate is fully three 
times as high for males as for females 
at ages 1-74, averaging 25.4 and 8.1 per 
100,000 for the two sexes, respectively, in 
1953-55. Males record the higher mor- 
tality at every age period, the sex differ- 
ence increasing sharply from childhood 
through the early 20’s, when the death 
rate for males is more than 7 times that 
for females; thereafter, however, the 
difference diminishes. 

Age 21 marks the peak in mortality 
from motor vehicle accidents among 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, Nov. 1956. 
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Unless the closing months of the’ 


white males in this insurance experience. 
The death rate in 1953-55 rose sharply 
from less than 10 per 100,000 among boys 
at ages 1-14 to 64.1 per 100,000 at age 
21. Even though the mortality decreased 
beyond that point, it was still above 50 
per 100,000 at age 23, or at the same 
level as for 18- and 19-year-old boys. 
The relatively high motor vehicle acci- 
dent death rate among males in the late 
teens and early 20’s may reflect, in large 
measure, frequent disregard of safe driv- 
ing practices. The sharp rise in the rate 
for older people, however, is due in con- 
siderable degree to their inability as pe- 
destrians to cope with current traffic con- 
ditions. 

Among females, the age distribution of 


mortality from motor vehicle accidents is 
quite different from that among males. 
One point of variance is that females ex- 
perience a comparatively gradual rise in 
the death rate during the teen ages; sec- 
ondly, a peak is reached at age 18, three 
years below that for males. Thus, the 
motor vehicle accident death rate among 
white female policyholders in 1953-55 
rose from about 5 per 100,000 at ages 
1-14 to little more than 13 per 100,000 
at age 18. It then tended downward with 
advance in age until later life; at ages 
65-74 the mortality rose to 16 per 100,000, 
higher than for any other age group. 

In both sexes, drivers and passengers 
comprise the large majority of motor ve- 
hicle accident victims throughout the 
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Why so much emphasis on taste? Because, 
simply stated, there is no value in any nutri- 
tional product—regardless how good the 
analysis looks—if it is not acceptable to 
the patient. 


MeritenE Whole Protein Supplement is ac- 
ceptable to patients because of its pleasant 
ice-cream-like taste. (Try it yourself!) And it’s 
easy to prescribe, easy to administer, and 
economical for patients who use it at home. 
MERITENE mixes with milk in seconds 
(and stays mixed) for ideal high protein sup- 
plementation. One 8-ounce MERITENE Milk 
Shake provides over one quarter the N.R.C. 
Daily Dietary Allowances for protein and 
all essential vitamins and minerals. 

MERITENE has been widely used by doctors 
and dietitians ever since its introduction in 
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Here is the tested, professional 
program...the SATIN-GEL Plan... 
designed to help you help your 
patients lose weight easily and 
safely...and to maintain their 

new low weight level. 


The program is complete... from 
attention-getting, illustrated booklets 
for your waiting room (that point 
out the dangers of obesity and 
invite patients to discuss their 
overweight problem with you) to 
the SATIN-GEL Plan package and 
its Calorie Regulator that explains, 
to the patient, the easy-to-follow 
plan for losing excess fat. 


Make it possible for your patients 
to look better, feel better and live 
longer by losing ugly, unwanted, 
unhealthy fat...the SATIN-GEL 

way. Make the SATIN-GEL Plan 

available to your patients. 


This comprehensive brochure 
explains the SATIN-GEL Plan. 
It will be sent to you at your 
request. Please use your 
Professional stationery 
when writing. 


DARTELL 


Laboratories 


1226 S. Flower St., Los Angeles 15, Calif. 


COMPLETE 


Attractive literature creates interest 
in your patient’s overweight problem 
and explains the SATIN-GEL Plan to the 
patient. These printed materials are 
furnished as part of the complete pro- 
gram to users of the SATIN-GEL Plan. 


greater part of life. In fact, the only 
exceptions are young children and older 
people; but even among them, pedestrians 
account for not much more than half the 
total fatally injured. Among insured 
males in the age range from 16 through 
29, drivers and passengers constituted 
more than 90 percent of the victims; at 
age 2l1—where the peak mortality from 
motor vehicle accidents is recorded among 
males—the proportion was no less than 
97 percent. Although the level of mor- 
tality for females is consistently below 
that for males, the general age patterns 
are the same for both sexes, unltke the 
situation for total motor vehicle accident 
fatalities. 

In meeting the challenge of the motor 
vehicle accident problem, special atten- 
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tion needs to be focused on the preven- 
tion and correction of faulty driving 
habits, which are responsible for a large 
proportion of traffic fatalities. Driver ed- 
ucation courses being given in many high 
schools throughout the country should 
help to develop a large. corps of safe 
operators, but the program needs to be 
extended to include persons in the early 
20’s. Much could also be accomplished 
by an improvement program for drivers, 
particularly for those who are frequent 
violators of traffic rules or accident re- 
peaters. Licensing should be more selec- 
tive and, of even greater importance, 
traffic laws should be enforced mere rig- 
orously. It is urgent that the American 
people participate in the current campaign 
to Back the Attack on Traffic Accidents. 


Rapid gains 
in the control 


of syphilis* 


Both the mortality and morbidity due 
to syphilis have been decreasing rapidly 
since the end of World War II, follow- 
ing the demonstration that penicillin is 
highly effective in the prevention and 
treatment of the disease and its compli- 
cations. In 1954, the recorded death rate 
from syphilis in the United States was 
3.0 per 100,000, compared with 8.4 only 
10 years earlier, a reduction of more 
than 60 percent. Preliminary figures for 
1955, moreover, show a further decline. 
Especially striking has been the down- 
ward trend in the mortality from con- 
genital syphilis, which is only about one 
twentieth what it was a decade ago. In 
the entire country, there were only 42 
deaths from this cause among infants in 
1954. 


Recent reductions in syphilis mortality 
have been large throughout adult life in 
each of the color-sex groups. Based upon 
experience among persons insured under 
Industrial policies in the Metropolitan 
Life Insurance Company, between 1946- 
50 and 1951-55, the syphilis death rate at 
ages 35-44 dropped four fifths among 
white persons and nearly three fourths 
among the nonwhite. Although the rela- 
tive decline decreased with advance in 
age, it still exceeded two fifths at 55-64 
years. The effect of the differences in the 
rate of decline by age is to concentrate 
to a greater extent the mortality from 
the disease at the older ages. 


Marked changes have also occurred in 
the proportion of deaths resulting from 
the various complications of the disease. 
Cardiovascular syphilis, although record- 
ing a decrease in death rate, has been 
accounting for an increasing proportion 
of the total mortality from syphilis. In 
1951-55, the deaths with cardiovascular 
complications constituted the majority of 
deaths from syphilis in practically every 
age group, and as much as three fourths 
of the deaths among white males in the 
age range 55-74. In contrast, deaths from 
syphilis with central nervous system com- 
plications have diminished as a propor- 
tion of the total. 


Hospital records likewise indicate that 
the morbidity and mortality from syphilis 
of the central nervous system have been 
decreasing. In the country as a whole, 
the rate of new admissions to mental 
hospitals for such cases fell about two 
thirds between 1931 and 1951. Data avail- 
able for one large hospital showed that 
the proportion of such patients dying 
within three years of admission dropped 
from 41 percent for first admissions in 
1936-45 to 22 percent for admissions in 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, Nov. 1956. 
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Century Limited 


doesn’t have enough room to 
carry all the physicians who 
have reported their satisfac- 
tory experience in controlled 
studies on GANTRISIN. 


Generally speaking, these in- 
vestigators have reported that 
GANTRISIN in one or more of 


its ten dosage forms is effica- 


cious in a wide range of in- 


fectious diseases. And the. 


efficacy is decisive, rapid, 
enduring and, above all, well- 
tolerated. 
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in urinary tract infections 


AZO GANTRISIN 


prompt, specific action against pain 


and infection ...in one tablet 


ACTION: 

Azo Gantrisin is an antibacterial-analgesic agent specifically designed for treatment of 
urinary tract infections. The high plasma and urine levels of Gantrisin act systemically 
and locally to clear both descending and ascending infections. Painful burning, urgency 
and nocturia are relieved — often within 2 hours — by the analgesic action of phenylazo- 
diamino-pyridine HCI upon the mucosa of the lower urinary tract. 


USES: 
For antibacterial therapy and local pain relief in urinary tract infections; prevention of 


infection after cystoscopy, catheterization and other instrumentation. Also useful after 
urologic surgery. 


ADVANTAGES: 
Wide antibacterial spectrum... high plasma levels... high urine levels... high solu- 
bility (even in acid urine)...no need for alkalies...no likelihood of renal blocking... 


local pain relief. 


DOSAGE: 
Adults (and children over 100 Ibs) — 2 tablets, q.i.d. 
Children under 100 Ibs — 1 tablet, q.i.d. 


Caution: The usual precautions in sulfonamide therapy should be observed. Because Azo Gantrisin 
contains phenylazo-diamino-pyridine HCl, it is contraindicated in glomerular nephritis, pyelonephritis 
of pregnancy with gastrointestinal symptoms, severe hepatitis and uremia. In such cases, Gantrisin 
should be used alone. 


SUPPLIED: 
Red, monogrammed tablets, each containing 0.5 Gm Gantrisin plus 50 mg phenylazo- 
diamino-pyridine HCl; bottles of 100 and 500 tablets. 


HOFFMANN - LA ROCHE INC + NUTLEY - 


Gantrisin®— brand of sulfisoxazole 


1946-50.+ According to the experience of 
mental hospitals in New York State, an 
increasing proportion of the deaths 
among patients with syphilis of the cen- 
tral nervous system has been due to non- 
syphilitic disease, especially chronic cir- 
culatory disorders and cancer. 

In recent years, a major factor in the 
control of syphilis has been the use of 
antibiotics, which has proved effective 
not only in ameliorating the central nerv- 
ous system and cardiac complications of 
the disease, but also in curing early 
syphilis. It should be recalled, however, 
that syphilis mortality had been decreas- 
ing long before the introduction of anti- 
biotic therapy, indicating that the earlier 
methods of treatment with chemicals 
were probably more effective than is 
generally realized. Part of the credit for 
the reduction in the incidence of syphilis 
is due the educational campaign directed 
particularly at young people by official 
and voluntary agencies with the support 
of popular media of communication. 

It would be most unfortunate if the 
progress made in the control of syphilis 
engendered a feeling of complacency 
about the disease and blunted the cam- 
paign against it. Overconfidence appears 
to be developing in the use of antibiotics 
as the sole means of controlling the dis- 
ease. Considerable reductions are being 
made in expenditures for case finding 
and follow-up, and for education in this 
field. According to recent estimates, there 
are nearly 2,000,000 persons in our coun- 
try requiring treatment, and more than 
85,000 new cases annually. Disability 
from the late manifestations of the dis- 
ease is still considerable. It is clear that 
syphilis remains an important public 
health problem. 


*Kramer, M., et al., Dispositions of First 
Admissions to a State Mental Hospital. Public 
a No. 32, Public Health Serv- 
ice, 1 


Accidental 


poisoning in 


recent years” 


The death rate from accidental poison- 
ing by solids and liquids in the United 
States decreased steadily from 11.0 per 
million population in 1949 to 8.3 in 1954, 
then increased slightly to 8.7 in 1955, the 
latest figure available. 

This recent rise reflected largely the 
increase in fatalities from accidental poi- 
soning by barbituric acid and its deriva- 
tives. In 1955 there were 411 such deaths 
—about 30 percent of the total—com- 
pared with 345 in 1954. Actually, the 
number of deaths from this cause has 


“Reprinted from_ Statistical Bulletin, Metro- 
politan Insurance Company, February 1957. 
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chronic 
postnasal drip 


bronchitis caused by 
postnasal drip 


gastritis, too, may result 
from postnasal drip 


Chronic postnasal drip has always 
been a very difficult condition to treat 
effectively. Now, clinical results* show 
that Triaminic Tablets can improve 
sinus drainage and alleviate chronic 
postnasal drip. 

And because of its prolonged action 
Triaminic is especially valuable for 
nighttime relief. 

Any existent chronic bronchitis caused 
by postnasal drip is also improved. 
*Smith-Dorsey clinical research files. 


Each Triaminic “timed-release” Tablet contains: 
phenylpropanolamine HCI 50 mg. 
pyrilamine maleate 25 mg. 
Prophenpyridamine maleate 25 mg. 
Dosage: one tablet t.i.d. 

Bottles of 50 and 250 “‘timed-release”’ tablets. 


IMPROVE SINI 


sinusitis 


rhinitis 
rhinorrhea 


S DRAINAGE... 
ORALLY 


Each 2-stage “timed-release" tablet 
keeps nasal passages clear for 6 to 8 
hours and is especially valuable for 
nighttime relief 


The specially constructed outer layer 
and inner core each contain equal 
doses of a decongestant together with 
two antihistamines. 

The outer layer dissolves within 
minutes giving approximately 3 to 4 
hours of action. Then the inner core 
disintegrates to give 3 to 4 more hours 
of relief. 


Triaminic? tablets 
Also Available—delicious, fruit- 
flavored Triaminic Syrup 


SMITH-DORSEY « Lincoin, Nebraska « a division of The Wander Company 


been increasing since 1952, reversing the 
trend in the years immediately preceding. 
It is not clear why, with more stringent 
restrictions being placed on the sale of 
barbiturates in many localities, the im- 
provement in mortality recorded from 
1949 to 1952 has not continued. 

The death toll from drugs and medi- 
cines other than barbiturates has not 
changed appreciably in recent years. In 
1955 they accounted for 345 deaths or for 
one fourth of the total mortality from 
accidental poisoning in our country. The 
majority of deaths in this category re- 
sulted from poisoning by the salicylates or 
from overdoses of chloral hydrate, paral- 
dehyde, and other analgesics and sopor- 
ifics. Strychnine, however, is responsible 
for relatively few deaths—far less than 


the toll it took several decades ago. 

At least one in every seven deaths from 
accidental poisoning is due to the inges- 
tion of wood, denatured, or other alco- 
hols. Most prominent among the other 
poisons are petroleum products, lead, and 
caustic alkalies and acids. 

Deaths from accidental poisoning are 
about 1% times as frequent among males 
as among females. 

Children under 5 years of age, who 
constitute little more than one tenth of 
the total population, account for nearly 
three tenths of the poisoning fatalities. 
Preschool youngsters comprise a large 
proportion of the victims of poisoning 
from aspirin and other salicylates, kero- 
sene and other petroleum products, in- 
secticides, and lead compounds. 
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Acute inflammation 


Note spread of suppuration 
throughout the tissues and 
a marked swelling from sur- 
rounding edema. 


Note regression of edema, 
swelling and acute inflam- 
mation after starting 
Chymar therapy. 


the newest and SAFEST 
anti-inflammatory agent 


hymar 


What itis... 


Chymar is a suspension of the proteolytic 
enzyme chymotrypsin in oil, for intra- 
muscular use. 


What it does... 


Chymar reduces and prevents inflamma- 
tion irrespective of cause; reduces and 
prevents edema of inflammatory and 
traumatic origin; reduces pain; hastens 
absorption of blood and lymph effusions; 
restores circulation; promotes healing. 


Why CHYMAR is so safe... 


It causes no undesirable local or systemic 
reactions; has no known contraindica- 
tions—no known incompatibilities; has 
no influence on blood clotting mechanism; 
does not spread infection, but augments 
the action of concurrently used antibiotics. 


Indications... Prophylactic 
and Therapeutic 


Chymar is indicated in all conditions in 
which inflammation and edema retard 
healing. 1) Accidental injuries: Black eyes, 
bruises, hematomas, wounds, burns, 
sprains, fractures, bursitis. 2) Surgery: 
Biopsies, cellulitis, hernia repair, hemor- 
rhoidectomies, G. I. surgery (to prevent 
edema and hematomas at site of anasto- 
mosis), mammectomies, orchitis, epidid- 
ymitis, prostatitis, phlebitis, thrombo- 
phlebitis, skin ulcers (as an adjunct to 
Tryptar Antibiotic Ointment). 3) Obstet- 
rics: Breast engorgement (postpartum), 
cephalohematoma, episiotomies. 4) Eye 
Diseases: Inflammation, trauma, edema, 
hematomas (blood in anterior chamber), 
pre- and postsurgically. 


Supply: 5 cc. vials. Each 1 cc. contains 5000 
units of proteolytic activity. 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


Psittacosis* 


John H. Scruggs, D.V.M., M.P.H.+ 


The disease we know today as psittaco- 
sis was first described in Switzerland in 
1879 as pneumotyphus. Early cases of 
this disease were attributed to association 


ee from Public Health Reports, Feb. 


tDr. Scruggs, a Public Health Service Offi- 
cer, is currently assigned to the New York City 
rtment of Health as veterinary consultant. 
This paper was presented at the fifth annual 
health conference of the Pennsylvania State 
Health Department, University Park, Pa., Au- 
gust 21, 1956. 


with parrots or parrot-like species, and 
the etiological agent was believed to be 
one of the Salmonella group. It was not 
until the pandemic of 1929-30 that the 
viral ature of the infection was estab- 
lished and the causative virus isolated 
and identified. 

During the pandemic which started in 
South America in 1929 and rapidly spread 
to Europe and North America, the Pub- 
lic Health Service invoked stringent for- 
eign quarantine regulations prohibiting 
the importation of psittacine birds. Few 
modifications have been made in these 
regulations during the past 25 years. Reg- 
ulations controlling the interstate move- 
ment of psittacine birds were promulgat- 
ed several years after the pandemic. 


During the late 1930’s and 1940’s these 
foreign and domestic control regulations 
were effective in reducing the incidence 
of human psittacosis in the United States 
to a low level of 20 to 30 cases a year 

Investigations during the period 1935 
to 1950 revealed that psittacosis is a 
ubiquitous disease. Infection was recog- 
nized in more than 70 species of wild and 
domestic birds and mammals. The human 
case fatality rate, which had been 20 per- 
cent during the pandemic, dropped to less 
than 1 percent with the use of the broad 
spectrum antibiotics. These factors and 
the low number of reported human cases 
of the disease were considered by the 
board appointed by the Surgeon Genera! 
of the Public Health Service in 1950 to 
review the Interstate Quarantine Regula- 
tions. Since the infection had been shown 
to be widespread in nature and of minor 
importance as the cause of human mor- 
bidity, it was decided to revise the Inter- 
state Quarantine Regulations to permit 
shipment of psittacine birds except into 
those areas where prohibited by State 
law. This revision in the regulations be- 
came effective late in 1951. 

The lifting of the restriction on ship- 
ment resulted in an unanticipated de- 
mand for these birds, particularly para- 
keets, as household pets. This demand, 
which exceeded the available supply, acti- 
vated the establishment of many backyard 
and basement aviaries. In a number of 
instances cull birds were used as breed- 
ing stock, and the husbandry practices 
tended to propagate rather than control 
disease. 

The annual incidence of human psitta- 
cosis rose from 25-30 cases during the 
years 1945-50 to 135 in 1952, 169 in 1953, 
563 in 1954, and 278 in 1955. The Na- 
tional Office of Vital Statistics reports 
that during the 23-week period January 1 
to June 9, 1956, there were 205 human 
cases compared with 155 during the same 
period in 1955. The 205 cases during the 
first 5 months of 1956 do not include the 
undetermined number of cases in Oregon 
which were attributed to association with 
diseased turkeys. 

The term “ornithosis” has been pro- 
posed for this infection when it occurs in 
species of birds other than the psittacines. 
In human medicine the term “psittacosis” 
is used to describe infections with this 
group of viruses without regard to the 
species of birds or mammals from which 
it may have been derived. 

Although ornithosis has been recog- 
nized in chickens, human infections traced 
to these fowl have occurred only. sporadi- 
cally, and major outbreaks have not been 
seen. The largest outbreak in which 
chickens were believed to be the source 
occurred in 1954 in a rural area in north- 
western Illinois. In this episode 37 per- 
sons became ill, and serologic evidence 
revealed psittacosis. No virus was isolat- 
ed from any of the humans or chickens 
in the area. 

The disease in turkeys and in humans 
associated with turkey processing was 
first recognized in Texas in 1948. Five 
outbreaks of psittacosis with at least 96 
cases and 7 deaths occurred among em- 
ployees of two Texas poultry-dressing 
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establishments in 1948, 1951, 1952, and 
1953. All the patients had been dressing 
turkeys for the Thanksgiving or Christ- 
mas market or at the end of the egg- 
laying season. The illness varied in se- 
verity from minor influenza-like attacks 
to severe toxemias ending in death. In 
1954, 200 cases of psittacosis were re- 
ported among persons working in turkey- 
processing plants in Texas, and one per- 
son died. All of these individuals had 
taken part in the actual processing of the 
birds. 

A very toxic strain on psittacosis virus 
was recovered from turkeys in Texas in 
1952 and again in 1954. Late in 1954, 
five human cases occurred in a small 
turkey-dressing establishment in New 
Jersey. The New Jersey virus is very 
similar to that seen in Texas. Epizooti- 
ological investigations have not clearly 
established the source of the infection in 
turkeys. Ecologic studies of migratory 
birds have given equivocal results. The 
virus isolated in Texas is very similar to 
that isolated from waterfowl on the coast 
of Louisiana, but a connecting link has 
not been established. 

In September 1955, Iowa reported three 
human cases of psittacosis among em- 
ployees of a turkey-processing plant. Se- 
rologic studies of the turkeys in this area 
were negative. However, too few serum 
specimens were tested for significant re- 
sults. Serologic specimens collected from 
turkeys in other areas in the State were 
positive. 

Early in 1955, a psittacosis virus strain 
was recovered from turkeys in Michigan. 
A similar strain was recognized in tur- 
keys in California late that year. In each 
instanee there were positive serologic 
findings. Pathological changes were seen 
in the birds at post-mortem examination, 
but no human cases were reported in as- 
sociation with these birds. Virus strains 
isolated from turkeys in both of these 
States were of low pathogenicity for 
mice. 

The most recent outbreak of ornithosis 
in domestic fowl occurred in Oregon in 
March 1956. Infection was recognized at 
two turkey-breeding farms near Portland. 
To date some 50 to 60 human cases have 
been attributed to contact with these dis- 
eased turkeys. Two observations made 
during the Oregon outbreak which had 
not been seen in either the New Jersey 
or Texas investigations were the occur- 
rence of cases among farm workers who 
had only limited contact with the live 
birds and the extreme infectiousness of 
aerosols which can be generated during 
rendering plant operations. It was found 
that aerosols in a rendering plant which 
ground carcasses of diseased birds infect- 
ed workmen far removed from the actual 
operation. 

Epidemiological and epizootiological in- 
vestigations of the Portland outbreak are 
being made. Deaths had occurred in both 
of these turkey flocks for several months 
before reaching epizootic levels. Initially, 
the losses were attributed to bacterial in- 
fections, and the flocks were treated with 
various biological and chemotherapeutic 
preparations. It was not until an em- 
ployee on one of the farms developed 
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in aqueous isotonic solution. 


FURACIN OPHTHALMIC 
Liquid * Ointment 


EATON LABORATORIES 


“Intranasal and sinus infections 
have been found to disappear | 
more promptly ... helps to 
combat the associated 
nasopharyngitis .. .”’* 


nasal infections disappear 


Furacin’ Nasal 


WITH PHENYLEPHRINE 


NOW IN CONVENIENT PLASTIC ATOMIZER 
IN SINUSITIS, RHINITIS AND NASOPHARYNGITIS, FuRACIN exerts 
bactericidal action against the majority of gram-positive and gram- 
negative organisms without tissue toxicity. It prevents malodor j} 
and crusting and does not interfere with phagocytosis. With#™ 
Furacin, there is no slowing of the ciliary beat, no sting- 

ing and no irritation. The vasoconstrictor affords rapid 
‘symptomatic relief. Prescribe plastic atomizer of 15 cc. 


FORMULA: Furacin 0.02% with phenylephrine* HCl 0.25% 


For infections of the eye and ear: 


FURACIN EAR 
Solution 


*Spencer, J. T. in Conn, H. F.: Current Therapy 1954, 
Philadelphia, W. B. Saunders Co., 


1954, p. 130. 
_ NORWICH, NEW YORK 


psittacosis that the viral nature of the 
infection in the turkeys was suspected. 

Ecologic and environmental studies to 
date have not furnished clues to the fac- 
tors that either start or support an epi- 
zootic in bird populations. Virulent strains 
of turkey virus have been recovered in 
areas having widely different topographic 
and climatic conditions. Avirulent strains 
have been recovered in areas of epizootic 
infections. Until we have a broader un- 
derstanding of the behavior of these 
viruses, efforts will have to be directed 
toward control rather than prevention of 
outbreaks. 

Once a disease of animals moves into 
the human population, it assumes public 


health significance, and the importance of 
the disease is determined by the morbidity 
and mortality it causes, the rapidity with 
which it moves in a population, and the 
size of the group at risk. Psittacosis, 
once an obscure and rare disease thought 
to be contracted only by persons associat- 
ed with parrots, has been diagnosed in 
people who handle other species of birds. 
Several species of mammals have been 
shown to be infected and may be the 
source of human infection. 

Although the number of human cases 
of psittacosis during the period 1951-55 
has shown a marked increase over the 
1945-50 period, this should not cause 
alarm. The popularity of parakeets as 
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household pets has resulted in a manifold 
increase in the number of these birds (es- 
timated increase of from 2 to 12 million) 
with only a slight percentage increase in 
the number of cases attributed to this 
source. Occupational psittacosis may not 
be increasing but rather may be identi- 
fied more often as the result of improved 
methods of diagnosing the disease. Pub- 
lic health workers and clinicians should 
be on the alert for occupational psittaco- 
sis because it may be an unrecognized 
source of respiratory illness. Current re- 
search shows promise of feasible control 
measures for this disease in both para- 
keets and turkeys. Prevention of psitta- 
cosis in human beings depends on control 
of psittacosis and ornithosis in the animal 
population. 
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Fads and facts as 
the bases of 
child-care practices* 


Milton J. E, Senn, M.D.+ 

It is not easy to be objective in evalu- 
ating the influences of research, or to 
predict which investigative work will 
initiate a new trend. A vast amount of 


*Reprinted from Children, March-April 1957. 
Based on paper presented at the 1956 biennial 
conference of the Play Schools Association. 

+Chairman, Department of Pediatrics, and Di- 
rector of Child Study Center, Yale University. 


research work is going on, and it is difti- 
cult for any one person to be intimately 
familiar with all of it, even in one’s ow: 
country. Each of us engaged in researc]; 
in child development is so busy with his 
own small project that he cannot keep in- 
formed in an adequate fashion about 
studies elsewhere, nor can he give up 
the notion that his investigations are pre 
eminently important not only for the 
present, but also for the future. 

In examining the wider area of re- 
search in child development, I have con- 
sidered as current not only studies of the 
past year or two, but those produced 
in the past 10 years. In order to get a bis- 
torical perspective, I have also examine: 
earlier efforts in child-development re- 
search carried on since the turn of the 
century. This paper will mention firs: 
some of the impressions I gained from 
the historical review. 

First, I have been impressed with the 
fact that trends in child care’ often do 
not await scientific evidence for support. 
The flood of child-care methods based on 
behavioristic theory carried on in the 
1920’s and 1930’s and the tide of permis- 
siveness in the late 1940’s did not de- 
velop from the appearance of large 
hodies of scientific data which had been 
arrived at by careful research. Instead, 
they resulted much more as parts of 
other forces—rebellion at practices of 
child care which for one reason or an- 
other were considered unsatisfactory or 
injurious. For example, the scheduled 
and impersonal practices of habit train- 
ing in the 1920’s were part of the im- 
personality of the scientific methods 
which flourished at that time and which 
were so effective in controlling disease. 
When as a byproduct there developed an 
unexpected abundance of certain kinds of 
behavior problems, it was natural that a 
reaction characterized by self-regulation 
should begin in the 1940's. 

Practices of child care are never iso- 
lated from other important, dynamic 
forces in society; rather they reflect 
changes taking place in other areas— 
general economic, cultural, and psycho- 
logical. Changing patterns of thought 
about matters which affect our society 
as a whole influence what we do in the 
care and education of children in the 
home, the nurseries, the school, and the 
church. 

The fact that we rear and educate our 
children by methods based much more 
on empiricism than on scientific founda: 
tions may not be entirely bad. However, 
it explains the rapid shifts in our prac- 
tices as well as the misinterpretation and 
misuse of the small amounts of data 
which have been gathered. I have the 
feeling that we could do better if our 
child-care practices were built on solide* 
findings of scientific investigation. For 
that reason I am a strong believer in the 
need for greater support, financially and 
in every other way, of child-developmeni 
research in our universities, which should 
be the ideal places for objective, system- 
atic, and comprehensive evaluation of 
growing children. 

My second discovery which has result- 
ed from a study of the past is that trends 
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may develop from either the scientific 
studies of a few people, or of a single 
person, or even out of the impressions of 
a few people, if their beliefs are given 
wide publicity, are stated forcibly, and 
are presented to the general public at a 
time when it is ready to accept them. 


STARTING A TREND 

For example, the “success formula” 
for starting a trend, or at least a fashion, 
in child care would be to choose a sub- 
ject like adolescent behavior which is 
puzzling many parents and educators; 
then to interest a person well known for 
his work with children to the extent of 
having him state his opinions about ado- 
lescence, even if these are based only on 
a small sample of observations and clin- 
ical impressions. The opinions if present- 
ed in writing to an enterprising literary 
agent will find a ready publisher, and 
with skillful and abundant pre- and post- 
publication advertising may not only be- 
come the contents’ of a best seller but 
find even greater distribution by radio 
and TV. For the time being, the answer 
to the riddle of adolescence will seem to 
have been found; but only until disillu- 
sioned parents have learned that the prob- 
lems of life are not so easily dealt with 
and until another prophet appears to lead 
them out of the wilderness. 

It is particularly easy today to stir up 
parents about child-care practices since 
so many are taking their roles seriously 
and are buying books and magazines as 
never before in order to be well informed. 


As a result, every publishing company of - 


any size has its own line of books on 
child development and child care. Maga- 
zines and newspapers carry articles on 
these subjects in almost every issue. Un- 
fortunately the demand and the competi- 
tion are so great that there is often a 
lack of discrimination in accepting books 
for publication. 

Close scrutiny of books on child devel- 
opment for parents and professional peo- 
ple indicates that writer and written ma- 
terial are usually selected on the basis of 
what has a ready sale. Material which is 
palatable, which is considered common 
sense, and which will not stir up self- 
criticism, is favored. Since people believe 
what they want to believe, and read what 
they want to read, and see what they 
want to see, they are fed the products 
of persons who are not always scien- 
tifically objective, but who in the name 
of science, and on the theory that it is 
bad to stir up parents emotionally, give 
them what they think parents want in- 
stead of what they need. 

Thus the public, professional and non- 
professional alike, has been much more 
willing to accept as causes of emotional 
disturbance in children such factors as 
constitution, body build, physical disease, 
and single psychological determinants 
than the deep unconscious mechanisms 
within the child, or the multiple, mass in- 
fluence of social forces. We have been 
as naive in thinking that because a child 
in infancy has a certain body build he is 
doomed to a life of delinquency as in be- 
lieving that the lack of breast feeding 
predisposes a child to mental disturbance. 
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At the same time we have closed our eyes 
to what is known about the harmful in- 
fluences of excessive competition and of 
general failure to accept human differ- 
ences, because in our society competition 
is believed to have a growth-enhancing 
influence and difference is looked on as 
pathology. 


INFLUENCES ON RESEARCH 


This brings me to another discovery in 
my search for a historical perspective, 
which is that the findings of research on 
child development may have a delayed 
influence on child care. A great part of 
current research is still influenced by an 
important body of clinical studies on 
adults and a few children and a vast col- 
lection of theoretical formulations on 
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personality development made over 30 
years ago. I am referring, of course, to 
the psychoanalytical work and theories 
of Freud. 

It took a long time for Freud’s writ- 
ing to be widely read with sympathetic 
understanding. But today few social 
scientists will dispute the importance of 
the emphasis placed by psychoanalysis 
upon childhood experiences as precursors 
in the formation of personality. How- 
ever, despite their ready acceptance of 
this relationship, most social scientists 
and psychiatrists see a need for a con- 
tinuous and critical examination of the 
ways in which early-life experiences 
affect later behavior. This is the reason 
why much of the reasearch in child de- 
velopment today is directed toward test- 
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ing out and evaluating psychoanalytic 
theory, especially with detailed long-term 
studies of groups of children. 

Freud was neither the first nor the 
last to see the advantages of long-term 
observation. Excellent observers, both 
past and contemporary, from Charles 
Darwin’ to the psychologist Piaget’ of 
Geneva, have recorded observations over 
several years on their own children. One 
of the marked characteristics of current 
research in child development is that it 
has a long-term, or longitudinal, element. 
Modern investigators are interested in 
observing the same children, beginning 
with their prenatal existence, for as many 
years as possible, on as many occasions 
as feasible, by as many different ob- 
servers as practicable. 
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Another characteristic of current re- 
search is its multiprofessional and inter- 
professional nature. Psychologists, pedia- 
tricians, sociologists, anthropologists, psy- 
chiatrists, public-health personnel, and 
schoolteachers are joining together in 
such studies. But they aré not only study- 
ing the child in isolation through a one- 
way vision screen or in an interview or 
through a test. To these traditional ap- 
proaches, they are adding techniques 
which bring them data about the child 
living in a family, going to school, and 
playing with others. 

While research workers continue to be 
interested in the influence of the child’s 
state of health at birth on his later de- 
velopment, they are focusing more sharp- 
ly today than ever before on the physical 


and biologic equipment of the newborn. 
They are examining individual differences 
of babies at birth in the light not so 
much of deviancy or potential pathology, 
as of normal variation, an important sign 
of individuality and of the child’s poten- 
tiality for healthy development and be- 
havior. 

Although the spotlight of study centers 
on the individual, its range includes his 
ever-expanding environment. However 
well or poorly endowed the human indi- 
vidual may be at birth, either because of 
biologic inheritance or other constitu- 
tional factors, the moment he enters the 
world there begins an increasingly inten- 
sified interaction between him and many 
forces outside of himself. Preeminent 
among these are people—first his par- 
ents, his siblings, and other members of 
his family, and eventually others such as 
physicians, nurses, educators, theologians, 
recreation leaders, and playmates. Physi- 
cal forces in the environment along with 
social, economic, and cultural forces also 
continue to influence and to modify him. 
The degree and direction of their influ- 
ence, for harm or for good, are some of 
the concerns of current investigators. As 
more and more is known about human 
heredity and the chemical-physical ele- 
ments of genic influence, more will be 
known about the prevention of physical 
as well as psychological pathology; but 
this is probably pointing more in the di- 
rection of research for the future than 
of today. 

Child-development research is broader 
and more comprehensive today than here- 
tofore. The goal of the investigator has 
also changed. 

Since the turn of the century, child 
psychologists have gathered a myriad of 
facts about behavior which they have 
put into encyclopedic books for parents 
and professional colleagues, stringing one 
fact after another on a thread of chrono- 
logical age. The subjects studied were 
usually so-called “normals” whose growth 
was charted by birth dates. The reports 
were purely descriptive with only rare 
speculation about the whys and where- 
fores of the behavior noted. 

Today, the meaning of behavior is the 
chief concern of the investigator. Behind 
this is the belief that the appraisal of 
behavior in terms of normality and pa- 
thology, as well as the prevention and 
treatment of behavior problems, will be 
more likely to be successful if based on 
a proper understanding of the dynamics 
of behavior. Perhaps, if parents and edu- 
cators are helped to reason about phe- 
nomena rather than to try to match a 
child against a set of so-called develop- 
mental norms, they will, like the re- 
searchers, become more knowledgeable 
about child development and happier in 
their use of their knowledge. 


SOME FINDINGS 


What are some of the findings of cur- 
rent research which might have practical 
value to parents and to professional per- 
sons working with children? I can here 
present only a few. ; 

Probably the most important single 
finding, which has come out of many 
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studies, is the demonstration of the 
variety of normal differences in human 
beings. “Normal” babies differ greatly 
from each other at birth as do “normal” 
children of every age. 

Present-day research is re-enforcing 
concepts about the role of the uncon- 
scious in human behavior. It is also veri- 
fying the existence of a psychological 
defense system, built into each healthy 
person, which protects him from exces- 
sive vulnerability to the many stressful 
situations encountered daily. The origin 
of these mechanisms seems to be in early 
childhood and to revolve particularly 
around the parent-child relationships. 
From this it becomes evident that any 
efforts toward making his early relation- 
ships stable will help the child establish 
clear concepts of himself and of other 
persons. As he is supported and accept- 
ed by loving parents he will learn to 
share this love with others. As the child 
grows, participation in group life outside 
the family will further assist him to 
gain understanding of himself and others 
and help him cope with frustrations 
which confront him as an individual and 
as a member of a group. 


Longitudinal studies, especially those 
of Macfarlane® at the University of Cali- 
fornia, demonstrate that normal run-of- 
the-mill children of a white, middle-class 
group in our generation show many char- 
acteristics of behavior which parents 
consider problems, but which in them- 
selves are not indicative of mental pa- 
thology. The traits commonly found in 
these normal 
speech difficulties, temper outbursts, nail- 
biting, transitory lying and stealing, fears, 
thumbsucking, restiess sleep, physical 
timidity, irritability, jealousy, overdepend- 
ence, food-finickiness, and sex play. In 
other words, all traits which may repre- 
sent mental illness in adults and children 
appear at one time or another as normal 
characteristics in childhood. The diag- 
nosis of neurotic disturbance may only 
be inferred if a given child has an over- 
abundance of any of these traits at one 
time or if any of them are unsually pro- 
longed, particularly if they interfere in 
the child’s development’ or result in his 
failure to participate satisfactorily in the 
life of his age group. 

The findings show, however, that while 
these traits do not represent a problem 
to the child or bring him any concern 
they do bother his parents. This has led 
pediatricians, teachers, and other profes- 
sional workers to realize that whether 
or not a behavioral trait is pathological 
it is a problem requiring attention as long 
as it causes somebody to be anxious and 
to worry. The person who needs direct 
assistance or therapy is the person who 
is worried, usually the parent. This has 
led to a redefinition of the role of profes- 
sional persons concerned with children, 
requiring them to provide psychological 
help to persons who are anxious. How- 
ever, since the number of persons who 
ask for help with such problems is great, 
attempts at group therapy and group ed- 
ucation have become increasingly neces- 
sary. 

Other research workers have pointed 
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out also that not only do behavioral traits 
come and go in the life of a child be- 
cause of his nature as a changing and 
growing human being, but that social 
class and other cultural influences are 
often responsible for the differences in 
behavior among children of various 
groups. Child behavior which is encour- 
aged and rewarded by one social class 
may be worried about, disapproved and 
punished by another. Therefore profes- 
sional persons appraising both the nor- 
mality of a trait and methods of dealing 
with it must take into consideration the 
cultural background of the child. 

In line with this the researchers have 
found that children’s preferences for 
leisure-time activities vary with their so- 


cial background. Even if a child lives in 
a neighborhood or goes to a school in- 
cluding children from several social 
classes, his recreational interests are like- 
ly to attract him to peers of similar so- 
cial background. One study, for exam- 
ple, found that half of the children from 
upper middle-income families in a certain 
city belonged to the Boy Scouts, while 
almost none of those from low-income 
families were members. “Middle-class” 
children went to church more, read more 
books, spent more time listening to the 
radio, and were somewhat restricted in 
movie attendance. “Lower-class” children, 
on the other hand, went to movies fre- 
quently but did relatively little reading 
or radio listening. 
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ABOUT PREDICTION 


We have learned to be more cautious 
in predicting behavior. For example, 
longitudinal studies which began with 
detailed analyses of pregnant women 
have in the past occasionally predicted 
prenatally that some of the subjects 
would be poor risks as mothers. To the 
consternation of the investigators, it was 
subsequently demonstrated that some of 
the women who had seemed destined to 
fail in the mothering relationship turned 
out to be the most effective and happiest, 
while others who had seemed sure suc- 
cesses had difficulty in the day-by-day 
care of their children. Predictions about 
the behavior of the children proved 
equally fallacious. Some children who 
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when small seemed unusually dependent 
and clinging, later when the time came 
for them to go to school showed little 
hesitancy about separation from their 
mothers. This does not mean that predic- 
tion is completely invalid, but that the 
possibility of change in a human being is 
so great that errors of prediction are fre- 
quent. 

Other findings have to do with the re- 
lationship of physical development and 
general health to emotional adjustment, 
intelligence, and school performance. To- 
day wide variations in rates of physical 
growth and in body size are accepted as 
normal. However, while the fact has 
long been known that certain types of 
mental deficiencies, such as cretinism, 


, coercion. 


are accompanied by arrested physica! 
growth, only recently has a relationshi; 
between physical and mental development 
in healthy children been demonstrated 
Two studies of this subject have indicat- 
ed that intellectually gifted children not 
only rank higher in school grades and in 
achievement-test scores but also tend 
throughout the growth period to be su- 
perior in physical development. 

Such a positive relationship between 
physical status and intelligence may be 
explained in a number of ways. For ex- 
ample, it is possible that intelligence and 
development are positively correlated be 
cause they are both results of the same 
genetic factors. However, it is also pos- 
sible that environmental factors, such as 
a family with adequate financial re- 
sources, provide advantages which are 
stimulating both physically and intellec- 
tually—such as good diet, proper medica! 
care, interesting books and toys, and 
space enough for privacy. 

Current research has given much at- 
tention to the problems of juvenile delin- 
quency. While many data have been col 
lected, some of them very controversial, 
one particular study stands out as re- 
vealing a way toward prevention. A 
group of psychologists under the direc- 
tion of Roger Barker studied children 
and parents of a small town in the Mid- 
dle West.* After following their human 
subjects closely day after day at home, at 
play, and at school, they reported that in 
this community the children were on the 
whole relaxed and healthy, lived at a 
comfortable tempo with time to explore 
and master their environment, and re- 
ceived a great deal of warm, encouraging 
companionship from adults. In this com- 
munity delinquency was unknown. 


CHILD-CARE PRACTICES 

In our country the child came to so- 
ciety’s serious formal attention first as an 
object to be protected legally and spir- 
itually. With the rise of science, atten- 
tion focused on him as an object for 
study, first of his physical self, then of 
his intelligence and learning, and then 
more recently of his emotional and socia! 
development. It would be hazardous to 
predict what influence present-day re- 
search in child development will have on 
child-care practices. To some extent the 
future is in the research workers’ hands 
Yet human beings are constantly being 
swept along by forces which have little 
or nothing to do with science. 

At the present time evidence is mount- 
ing to indicate that child-care practices 
are turning away from the permissiv: 
approach toward the opposite extreme of 
Trends in infant feeding are 
turning again in the direction of regular. 
rigidly held schedules. And while th: 
public is told that it must “love or per- 
ish,” parents are warned against giving 
too much love. Schoolteachers are ad- 
vised to go back to teaching the three 
R’s, and to give up the “frill” of child 
guidance. Recently a county supervisor 
in Ventura, Calif., during a discussion 
of a proposal for employing a psychia- 
trist for the school system, suggested 
that “it would be a lot cheaper to buy 
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switches for the teachers.” The super- 
visors failed to order the switches, but 
neither did they take any action in re- 
gard to the psychiatrist. 

It is quite likely, one at least hopes, 
that despite the shift away from the kind 
of permissiveness based on the individual 
needs of human beings, all the gains 
made in that direction in the past several 
years will not be lost. At least we can 
still find this recipe for “preserving” 
children in a popular cookbook : 

1 large grassy field 

6 children 

3 small dogs 

A narrow strip of brook with pebbles 

Flowers 

A deep blue sky 

Mix the children with the dogs and 
empty into the field, stirring continuously. 

Sprinkle the field with the deep blue sky 

and bake it in a hot sun. When the chil- 

dren are well browned they may be re- 
moved. They will be found right for set- 
ting away to cool in a bathtub. 

All the ingredients are not always avail- 
able, but it is the philosophy that counts. 
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Social factors 


in assessing 


treatability 


in child guidance* 


Saul Hofstein, D.S.W.7 


Separation of social factors from the 
intrapsychic dynamics involved in the se- 
lection of cases for treatment in child 
guidance constitutes a most difficult task. 
A child, whatever inner forces or conflicts 
give rise to his need for treatment, ex- 
presses his anxiety through his behavior 
within his family and in other social rela- 
tionships. Whatever clinical criteria may 
be established for success in treatment, 


*Reprinted from Children, March-April 1957. 
+Assistant Director, Infants Home of Brook- 
lyn, formerly Supervisor of Children’s and 
Youth Services, Jewish Community Services of 
Long Island. 
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the community measures its effectiveness 
through the child’s ability to function 
better within the community. Similarly, 
the child’s problem, whatever its inner 
expression, represents, in part, an inter- 
nationalization of factors in his social re- 
lationships. Since the child is in an on- 
going and close interaction with his 
parents, his siblings, other family mem- 
bers, school, and cothmunity, all of these 
vectors of his social relationships, have a 
continuing effect upon him as he under- 
goes treatment while he, in turn, has a 
continuing impact upon them. These fac- 
tors are inherently involved in any at- 
tempt to change either the child or his 
environment. 

It: is almost impossible to separate out 


any one set of factors in human dynamics 
and to examine them independently. Nev- 
ertheless, the tendency in child-guidance 
literature, until quite recently, has been 
to emphasize solely the therapeutic proc- 
ess with the child and to give relatively 
scant attention to the various social fac- 
tors acting upon him. Consequently, in 
this paper the social factors involved in 
the determination of treatability will be 
stressed. Full understanding of such fac- 
tors must depend upon an equally full 
understanding of the child’s personality, 
the level of his development, and the dy- 
namic factors involved in his present 
functioning. 

The importance of social factors 
emerges aS we examine the nature of the 
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illness or deviation which brings the child 
to the clinic. There was a period in the 
history of child guidance when we be- 
lieved that the discovery of the cause of 
a child’s deviation would lead us to the 
cure. We tended, too, to seek for a single 
cause. As we frequently found the cause 
in a disturbance at an early point in the 
child’s developing relationships to his par- 
ents, we took from this the direction of 
our therapy. Redirect the child’s atti- 
tudes, remove the factors blocking his 
relationships, reestablish the balance and 
controls among the personality compo- 
nents, and cure would be effected. But 
the cure we sought was and still is 
evanescent in at least one of every three 
of our patients and often in two of three. 
There has been a remarkable consistency 
in these percentages in evaluatory studies 
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whether of casework or psychotherapy, 
regardless of the theoretical orientation 
of the therapy.’ 

Most frequently the multiple social 
factors contributing to an illness have 
been neglected. 

Medical pathologists have been increas- 
ingly questioning the concept of single 
causation even in analyzing diseases 
which have been found to relate to a 
particular microorganism. The principle 
of multiple causation and interrelation 
between individual and environment holds 
even more strongly in the etiology of 
emotional illness. 


CULTURAL DIFFERENCES 


The same personality structure or pat- 
tern of behavior may be considered 
pathological in one culture and valued by 


another. The work of the cultural an- 
thropologists has amply demonstrated this 
point, but few studies have been made 
of the variations among families within a 
culture in their capacities to tolerate 
various degrees of deviational behavior or 
even pathology. Yet clinical experience 
has shown how wide these variations 
may be. One family finds any degree of 
aggressiveness intolerable, and loses no 
time in bringing an aggressive child to 
the clinic. A second family is not affect- 
ed by an equal degree of aggressiveness 
and comes to the clinic only when pres- 
sure is applied by a community agency, 
such as the school, which does not have 
the same tolerance for aggressiveness. In 
clinical practice we find difficulty in ef- 
fecting change in a child’s pattern of 
behavior if his family has a high point 
of tolerance in regard to, or actually 
values, that behavior. 

Subcultures within our communities 
also vary in their tolerance for, or valua- 
tion of different types of behavior. For 
example, in the Jewish Community Serv- 
ices of Long Island the staff of the child- 
guidance services has noted consistent 
differences in the types of problems com- 
ing from its usual, middle-income Jewish 
clients and those brought by children 
referred to the ageney from a lower 
socio-economic community by the New 
York City Youth Board. Particularly 
noticeable has been the difference in the 
degree of parental concern and anxiety 
over the children’s difficulties—a differ- 
ence based not in higher and lower valu- 
ations of children, but rather in the level 
of parental tolerance of deviant behavior. 
If the values of the subculture did not 
conflict sharply with the prevalent middle- 
class values of the community as a whole 
many of these children would not reach 
the agency. 

By what criteria then do we determine 
whether a child is sufficiently ill or his 
behavior sufficiently deviant to take him 
on for treatment? The very determina- 
tion of a state of illness depends upon 
the social situation, including complex 
interactions within and between the fam- 
ily of the child, his subculture, and the 
culture of the larger community. 

Only recently studies have been under- 
taken of the relation of culture and social 
institutions to mental illness. The findings 
have been quite consistent in showing 
the universality cf such interrelationships 
though the dynamics are still unclear. 
These findings indicate a consistent and 
significant relationship between social 
class and the nature of psychiatric dis- 
orders.? The evidence points toward the 
importance of social and cultural factors 
in the etiology, persistence, and modifica- 
tion of emotional and behavior disorders. 
Yet to what degree do we give them con- 
sideration in our diagnostic and prog- 
nostic procedures? 


PURPOSE AND GOALS 
Once we have arrived at a particular 
diagnosis—a diagnosis which is at least 
in part socially determined—the decision 
whether this illness is treatable does not 
automatically follow. Treatability, from 
a practical point of view, is a relative 
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quality dependent not only upon the diag- 
nosis but also upon a variety of factors 
external to the child. One of the most 
important of these is the purpose of the 
treatment agency. In a child-guidance 
clinic this is essentially a social purpose 
—to help the child live more effectively 
within the community. Treatability in 
any particular agency is further limited 
by the nature of the agency’s staff, the 
resources available to it, and all too often 
by the attitude of the staff. The same 
child may be found untreatable in one 
clinic and treatable in a second. Some 
clinics have been established to treat only 
special problems. For example, a school 
clinic concerned primarily with the child’s 
school functioning would not accept for 
treatment many children who function 
well in school but present serious prob- 
lems at home, even if they are amenable 
to treatment. Similarly, the community 
clinic, with service for the entire com- 
munity as its objective may often, be- 
cause of limited resources, exclude as 
untreatable many children who could be 
helped were longer, more intensive, and 
more skilled therapy available. 

Too frequently there has been a tenden- 
cy to equate expediency or staff limita- 
tion with absolute treatability. For a long 
time therapists assumed that schizo- 
phrenic children were untreatable. How- 
ever when special resources, including 
therapists with sufficient time, skill, and 
interest for such children were developed 
we learned that they could be helped. 
For instance, after meeting with a blank 


wall in trying to refer seriously disturbed . 


children to appropriate treatment re- 
sources, the Jewish Community Services 
of Long Island obtained special funds 
for establishing a “long-term treatment 
project.” The basis for the agency’s as- 
sessment of treatability shifted as its 
purpose shifted. Once funds were made 
available with the precise purpose of de- 
veloping treatment services for seriously 
disturbed youngsters living at home, the 
staff found that the determination of a 
child’s treatability rested to a greater de- 
gree on the assessment of the family’s 
ability to sustain the child and the com- 
munity and school’s ability to tolerate his 
behavior. The project is still too young 
for evaluation, but the agency has found 
that many seriously disturbed children 
can be helped into and to use treatment. 

Child-guidance clinics also often ex- 
clude mentally retarded children or chil- 
dren with brain damage as “untreatable.” 
Yet a few pioneering clinics and agencies, 
most of them established through the ef- 
forts of parents, have found that despite 
their intellectual limitation such children 
present emotional problems very similar 
to those of normal children and equally 
amenable to treatment methods. 

What has been the reason for the ex- 
clusion of seriously disturbed or marked- 
ly deviant children from treatment agen- 
cies? This seems to derive from some 
absolute goal for treatment which rules 
out children incapable of attaining it. In 
the light of the social purpose of the 
clinic, the validity of such a procedure 
is open to question. Would it not be 
more in line with our purpose to recog- 


Vor. 56, May 1957 


Birst 


take it readily. 


the first dose. 


in control of 
Nausea of Pregnancy 


The first thought of every physician during the prenatal 
period is the safety of the patient. 


The first choice of the physician for an agent to control 
nausea and vomiting will be EMETROL® when he 
considers the following advantages: 


1. EMETROL does not contain barbiturates, bromides, 
antihistamine compounds, or any other drugs 
likely to induce untoward effects. 


2. EMETROL has been shown to be effective in nausea 
and vomiting in controlled clinical studies.!3 
3. EMETROL is so palatable that most patients will 


4. EMETROL works quickly, often bringing relief with 


EMETROL 


(Phosphorated Carbohydrate Solution) 


1. Crunden, A. B., Jr., and Davis, W. A.: 
Am. J. Obst. & Gynec. 65:311, 1953. 


2. Bradley, J. E., et al.: J. Pediat. 
38:41, 1951. 


3. Tebrock, H. E., and Fisher, M. M.: 
M. Times 82:271, 1954. 


KINNEY & COMPANY, INC. 
COLUMBUS, INDIANA 


nize that few if any of our patients can 
reach an absolute goal and to offer treat- 
ment to enable children to function more 
adequately? While a retarded or other 
seriously impaired child may not be able 
to attain normality, if he can be helped 
to function more adequately in relation 
to others, if he can be helped to be hap- 
pier, and if his parents can be helped to 
encourage and sustain his limited growth 
potential without pressure for impossible 
goals, would that not be an adequate base 
for acceptance by the clinic? 


THE PARENTS’ INVOLVEMENT 
The problem of selection is particular- 
ly difficult in a child-guidance clinic be- 
cause a child is dependent in so many 
ways upon important adults about him. 
Furthermore, a child’s personality, still 


very much in the process of formation, 
is continuously influenced by what hap- 
pens within his family. His way of re- 
sponding to these influences has particu- 
lar value to him. His symptomatic be- 
havior may be a reaction against the 
overwhelming closeness of his parents 
and their inability to help him establish 
an independent self. Or it may be a de- 
fense against internal needs and impulses, 
a defense built up often as a result of 
the internationalization of parental stand- 
ards and values. 

Often a child’s symptoms may reflect 
his effort to obtain love and recognition 
by an identification with his parents’ 
deeper but suppressed desires or con- 
flicts. Since this behavior satisfies the 
parents’ needs there is frequently a subtle 
encouragement of that behavior. 
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In one case a mother sought help with 
a 14-year-old daughter whose sexual pre- 
cgcity was alarming. The girl did not 
seem to progress at all in treatment until 
after the mother, in parallel counseling, 
became aware of her own repressed sex- 
ual needs. which «she tended to satisfy 
through her daugliter’s behavior. After 
each of her daughter’s' sexual experi- 
ences, she would-quéstion the girl in such 
detail that she led her on to the next 
step. 

A child’s sypmtoms also may reflect 
his confusion about, or his taking sides 
in, his parents’ marital relationship. In 
situations of marital conflict a child often 
reflects the struggle between the parents 
and their effort to utilize him in that 
struggle. His behavior may also result 
from his reaction to the effort of either 


parent to find fulfillment through him of 
the needs which the marriage fails to 
fulfill. In many cases we find a mother 
turning to her child for the love which 
her husband does not show. In many 
others we find in a child’s deviant be- 
havior a reaction to his parents’ attempt 
to realize frustrated ambitions through 
him. As we recognize the crucial role of 
familysintéractions in a child’s behavior, 
the need for involving the parents in 
treatment becomes obvious. 

Assessment of a child’s treatability con- 
sequently must rest on the evaluation of 
the parents’ capacity to involve them- 
selves in the treatment experience and to 
work toward change in their relationship 
to each other and to their child. This 
determination of the parents’ ability to 
change involves more than a diagnostic 
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evaluation of each. A parent may be ex- 
tremely disturbed and still be able, with 
counseling help, to find other ways of 
satisfying his neurotic needs than through 
his child. Where the parents cannot find 
other outlets for neurotic needs, where 
they must struggle against whatever 
changes are taking place in their child 
or constantly thwart them, therapy for 
the child obviously cannot be effective. 
As long as the parents are not involved, 
the child will resist treatment, unless he 
is old enough and has sufficient ego or- 
ganization to carry a great deal inde- 
pendently. 

With the present state of therapeutic 
knowledge, we must conclude that cases 
in which pathology in all of the members 
of the family is interwoven and mutually 
reinforced are not suitable for selection 
in most child-guidance agencies as pres- 
ently constituted. Yet we must face the 
fact that such “pathological families” 
constitute a major source of community 
disbalance and tend to be self-perpetuat- 
ing. Breaking into these pathological 
families, discovering ways of concurrent- 
ly treating each of the members while 
working at modifications of the modes 
of interaction constitutes one of the most 
serious challenges to the combined skills 
of social work and psychiatry. Fortunate- 
ly most families of emotionally disturbed 
children are not “pathological” in this 
sense though they have problems. 


COMMUNITY RESOURCES 

Assessment of treatability must be 
based not only on the intake worker's 
knowledge of his own agency but on a 
thorough familiarity with community re- 
sources and a sensitive and realistic un- 
derstanding of family and community dy- 
namics. In the community with no other 
resources, an agency may have to take 
on for treatment cases which in other 
communities might better be referred 
elsewhere. Moreover, while it is most 
desirable for a child to continue to live 
at home during treatment, some homes 
are so destructive and so resistant to 
change that the child might better be 
provided treatment either in a special in- 
stitutional setting or after being placed 
in a foster family. 

We must try to avoid, in considering 
treatability, either the automatic rejection 
of the idea of placement, or the too eas) 
utilization of placement as a way of get- 
ting around the need for developing more 
fully our own treatment methods. 

There is a real danger in the child- 
guidance field in the too complete. restric- 
tion of cases to those for which the 
standard methods of treatment of child 
and parents hold promise. Witmer and 
Tufts, in a review of the effectiveness of 
delinquency-prevention programs, point 
out that child-guidance clinics, though 
originally established in the hope of re- 
ducing delinquency, through their intake 
policies have gradually excluded most de- 
linquents from their caseloads.’ 

In view of the social responsibility of 
the child-guidance clinic, it is important 
to work toward a reversal of this trend 
Somehow child-guidance clinics must find 
in intake procedures the means of accept- 


Journat A.O.A. 


=" 
=e 
SOR 
i A 
AMERICA'S LARGEST PRINTERS TO THE PROFESSIONS 
96 


ing the more difficult children, and in 
therapeutic processes, the means of help- 
ing them. 


OTHER FAMILY MEMBERS 

Sometimes in describing family dy- 
namics, child-guidance workers seem to 
assume that the typical family is made 
up of an only child, a mother, and per- 
haps a father. We often tend to neglect 
the interactional roles played by various 
other members of the family: siblings, 
grandparents, aunts and other relatives 
and friends. While a child’s relationships 
to any of these persons may further com- 
plicate his problem, often he can derive 
from them enough support and satisfac- 
tion to counteract to a significant degree 
the failures in the parent-child relation- 
ships. Bossard’s studies of the large 
family point to the role which older 
siblings play in a child’s development.* 

In some cultural groups certain rela- 
tives outside the immediate family are 
given important roles in the development 
of the child—for example, the grand- 
mother in certain matriarchally oriented 
cultures. One JCSLI case centered around 
a Negro child, living with his parents, 
and a grandmother who took care of him 
while his parents worked. Though the 
mother and father seemed ready to be- 
come involved in working on their child’s 
problem and the child seemed interested 
in getting help, they seemed unable to 
begin. After they canceled numerous ap- 
pointments, the agency was about to close 
the case as “untreatable,” but decided 
first to try to see the grandmother. 


When this woman came to the agency © 


after considerable hesitation, she ex- 
pressed a great deal of question about it 
and particularly about its Jewish con- 
nections. However, after expressing her 
doubts and gaining a sense of the agen- 
cy’s desire to help, her attitude changed. 
The child’s parents and the child himself 
thereafter responded differently and even- 
tually achieved considerable progress. 

In another case a widowed mother and 
child who seemed to make a good begin- 
ning in treatment reached a point where 
they could not progress. The child 
seemed to be fighting his worker and the 
mother was not helping him. Through- 
out her interviews the mother had talked 
about her older brother who was enor- 
mously helpful to her and who also 
played an important part in the child's 
life. It became apparent that this man 
felt threatened by the agency and the 
family’s involvement with it. The mother, 
feeling alone without his moral support, 
decided to withdraw herself and her 
child from treatment. 

These cases illustrate the importance of 
considering not only relationships other 
than the parent-child relationship in de- 
termining “treatability,” but also the pos- 
sible effect of a particular plan of treat- 
ment on other members of the family. 
What will treatment of one child mean 
to his parents’ relationships to their other 
children or to the child’s own relationship 
to his siblings? How will the other chil- 
dren react to the frequent absences of 
the child and the mother? 

In another case the JCSLI decided to 
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discontinue treatment of one child until 
his mother could make plans for her 
other children, when it became obvious 
that their needs would be neglected if she 
made frequent trips into the city to visit 
the agency. In still another case, a child 
being seen at the clinic appeared to be 
helped, but his mother indicated in her 
interviews that she was displacing her 
hostility to a younger child who was now 
showing symptomatic behavior. As this 
development was discussed with her, the 
treatment goal was shifted toward help- 
ing her get therapy for herself and then 
for her child. 

Another important consideration is the 
effect of a child’s treatment upon his par- 
ents’ marital relationship and other sig- 
nificant family bonds. Where mother and 
father disagree about the desirability of 


the child’s undergoing treatment, where 
the father refuses to become involved in 
any way, or where treatment would have 
a deleterious effect upon the marriage, is 
it advisable to undertake it even if the 
child shows promise? In some instances 
it may be necessary to refer parents to 
a marriage-counseling service before at- 
tempting to treat their child. In others, 
skillful efforts by the social workers at 
intake toward involving the father in 
treatment may be effective. 


COMMUNITY RELATIONSHIPS 


Sometimes in our consideration of sig- 
nificant family relationships, we tend to 
lose sight of the fact that a child lives in 
a community as well as in a family, that 
he attends school, that he moves in a 
world of his peers with its own special 
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standards. The expectations and relation- 
ships these bring to him may have tre- 
mendous significance for treatment. 

In one case in which a retarded child 
seemed capable of using treatment, his 
teacher, though related positively to him, 
projected all the blame for the child’s 
difficulties upon his parents and lost no 
opportunity for accusing them. In her 
resulting anxiety the mother repeatedly 
castigated the child and tried to push 
him beyond his capacity. She could make 
no progress in her problem with the 
child until the agency, through bringing 
the school principal and teacher into the 
treatment plan, could effect a reduction 
in the teacher’s pressure on her. 

A child’s friends and his neighborhood 


98 


are also an important consideration in 
determining whether treatment might 
help—especially in low-income neighbor- 
hoods in which a child uses behavior 
unacceptable to adults to gain status with 
his peers. If no substitute for the peer 
group exists for him, the clinic’s efforts 
to change him may be of no avail. Said 
one child, as the possibility of treatment 
was discussed: “I can’t be a sissy and 
still be in the gang.” 

“The gang,” in this instance, included 
all the children in the neighborhood. 
Since the mother could not find other 
housing accommodations the treatment 
plan had to include consideration of the 
effects of change in the child on his so- 
cial relationships. If treatment, no matter 


how effective immediately, results in a 
child’s isolation, its ultimate effective- 
ness might well be open to question. 
Fortunately the mother in this case could 
be helped to relate her standards to the 
realities of the neighborhood. 

This problem of poor relationships 
often is a serious stumbling block in 
clinics working with delinquent children. 
Yet, the work of the New York City 
Youth Board has demonstrated that many 
very difficult children whose families 
showed little readiness to use clinic help 
were treatable in an agency that was 
willing to seek out the families in their 
homes and use the authority implicit in 
the community to encourage them to try 
treatment.° 

The selection of cases for treatment is 
also affected by what the community is 
ready to support. Where the need is 
great and resources small, criteria for 
selection may be established on the basis 
of serving the largest number of clients 
with the least expenditure of professional 
time. But as the community reflects 
through additional funds its increasing 
concern for the seriously disturbed child 
and for the retarded and exceptional 
child, more attention is likely to be 
spared for difficult cases. Since resources 
are never completely ample, clinics must 
be careful to resist “the tyranny of the 
waiting list,’—that is, selecting for treat- 
ment only the most promising cases and 
leaving the most serious ones untouched. 

The social purpose of child-guidance 
clinics would seem to require them to 
take on some of even the most “untreat- 
able” cases in an effort to develop ways 
of reaching them. Similarly their intake 
policies should leave some time for par- 
ticipation in efforts to prevent emotional 
disturbance. They need somehow to 
achieve perspective in dividing their ener- 
gies among direct service, experimenta- 
tion and study, and prevention. Moreover, 
the child-guidance field must recognize 
that the private clinic cannot fully meet 
the need for service. 


ASSESSMENT OF SOCIAL FACTORS 


There is no formula through which to 
give relative values to the social factors 
warranting consideration in_ selecting 
cases for treatment in a child-guidance 
clinic. One factor may be offset by an- 
other. For instance, a child with a rela- 
tively minor emotional difficulty may be 
untreatable if his parents are unable to 
change in any way and if no other 
sources are available to him for obtain- 
ing recognition and support. On the other 
hand, some children with enough drive 
toward health may be able to profit from 
treatment even if the parents are quite 
resistive to help. For some, other forces 
in their families or in the community 
may be of potential support even though 
their parents have little to offer them. 

Assessment of this array of social fac- 
tors is an extremely complex task. The 
dynamics involved often are not apparent 
until the therapeutic process is under 
way. However, therapy actually begins 
when the child and his parents first come 
to the agency. In this sense the diagnostic 
procedures are steps through which many 
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of those social dynamics can be reflected 
and tested out. 

In addition to attempting to refine selec- 
tion procedures, child-guidance workers 
may need to examine their therapeutic 
techniques more critically—particularly 
as they relate to family and social dy- 
namics—and to experiment freely with 
ways of fulfilling their social purpose 
more adequately. A recent review of 
evaluation in mental health reported: “It 
is not uncommon for professional person- 
nel working primarily in the area of 
diagnosis and treatment to assume that 
scientific evidence of results is more ade- 
quate or has progressed further in this 
area than in some of the other areas. 
In this review of the literature and 
studies in progress, such evidence has 
not been borne out.”* 

While child-guidance treatment meth- 
ods are far from perfect, the techniques 
for selection remain considerably less re- 
fined. Ideally, selection is a process in 
which the worker’s intuition and social 
purpose play important roles. Child guid- 
ance historically introduced the team con- 
cept as one way of dealing with the 
complex nature of its task. In the de- 
velopment of the field the purpose has 
tended to narrow to a psychotherapeutic 
concern so that in many clinics the po- 
tential contribution of the social worker 
to the team’s operations has not been 
fulfilled. 

With its long history of dealing with 
social factors, social work is an ideal 
position for exploring the social dynamics 
affecting a child and for making signifi- 
cant contributions to clinical practice. 
Assessing social factors and dealing with 
them creatively in the process of therapy 
constitute the essence of social casework 
in child guidance. This was recognized 
by the Group for the Advancement of 
Psychiatry, which concluded a report: 
“If a social worker in a clinic, with or 
without specialized training as a psycho- 
therapist, is regarded primarily as a psy- 
chotherapist, and carries activities said 
to be psychotherapy, then the contribu- 
tion which he makes, though it may be 
valuable, is no longer casework, and the 
clinic team can avoid a. functional loss 
only by the employment of a social 
worker who does casework.’” 

The social factors involved in the emo- 
tional illnesses and behavior disorders of 
children are so dynamically interwoven 
that exploring and dealing with them 
sensitively with social as well as psycho- 
logical awareness, experimenting with 
them, and integrating them into the total 
therapeutic process constitute a challenge 
to social work. To meet that challenge, 
social workers in child-guidance clinics 
must reaffirm the “social” in their pro- 
fessional heritage, enrich it from the ex- 
perience of social work in other fields as 
well as from the social sciences, and 
realize their potential contribution to 
clinical practice. 
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Hospitalization 
of young people* 


One out of every 14 boys and one out 
of every 17 girls under age 20 are hospi- 
talized in the course of a year, in the 
experience of dependent children of Met- 
ropolitan Life Insurance Company office 
and field personnel insured under the 
Company’s Group insurance program. 


. The study relates to claims involving at 


least one night of hospital stay on which 
first payment was made during 1954 and 
1955. 

The annual hospitalization rate for 
males was nearly one fifth higher than 
that for females, the figures being 69 and 
59 per 1,000, respectively. Under age 5, 
the excess was about 30 percent, whereas 
at ages 15-19 the rate for males was the 
higher by only a small margin. 

In each sex, the incidence of hospitali- 
zation showed the same age pattern—the 
highest frequency at ages 5-9 and the 
lowest in the very next age group, 10-14 
years. For males, the annual hospitali- 
zation rates for the two age groups were 
89 and 52 per 1,000, respectively; for 
females, the corresponding rates were 78 
and 43 per 1,000. 

Two thirds of the hospitalized cases in 
this study had surgery done; at ages 5-9, 
the proportion was as high as four fifths. 
The preponderance of surgical cases 
among these children reflected the rela- 
tively high frequency of tonsillectomies. 
For boys at ages 5-9, the hospitalization 
rate per annum for surgical conditions 
as a whole was 69 per 1,000; for tonsil- 
lectomies alone, it was 48 per 1,000. Sim- 
ilarly, for females the corresponding rates 
were 63 and 44 per 1,000. These rates do 
not fully measure the incidence of sur- 
gery among the children, inasmuch as the 
figures obviously do not include opera- 
tions done outside hospitals. 

While the frequency of hospitalization 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, February 1957. 
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for surgical cases showed a peak at ages 
5-9, the rates for nonsurgical patients 
were highest under age 5. At the pre- 
school ages, more girls were hospitalized 
for nonsurgical than for surgical condi- 
tions. But this was the one exception; in 
every other age group, among both boys 
and girls, surgical cases were in the ma- 
jority. 

The average length of hospital stay for 
the children under age 20 was 5% days. 
Youngsters 5-9 years of age had the 
shortest stay, averaging not much over 
three days; this is accounted for largely 
by the fact that tonsillectomies, which 
constitute the bulk of the cases at these 
ages, required little more than one day in 
the hospital, on the average. Children at 
ages 15-19 had the longest stay—an av- 
erage of about 9 days. 


The children hospitalized for nonsurgi- 
cal conditions stayed more than twice as 
long as the surgical cases. For males 
under age 20 nct requiring surgery the 
average stay was 8.7 days, and for those 
with surgery it was 3.9 days; for females 
the averages were 9.1 and 3.5 days, re- 
spectively. About 38 days of hospital 
service were utilized annually by each 
100 males under age 20; females required 
32 days annually per 100 exposed. 


Books received 


Books received for review during the 
period from March 5 to April 5, 1957, 
are listed below. Reviews will be pub- 
lished as space permits. 


DORLAND’S ILLUSTRATED MEDICAL 
DICTIONARY. Ed. 23. Cloth. Pp. 1598, with 
illustrations. Price $12.50. W. B. Saunders 
Company, W. Washington Square, Philadelphia 
5, 1957. 


THE PRINCIPLES AND ART OF PLAS- 
TIC SURGERY. Volumes I and II. By Sir 
Harold Gillies, C.B.E., F.R.C.S.; and D. Ralph 
Millard, Jr., M.D., Diplomate, American Board 
of Plastic Surgery; Assistant Clinical Profes- 
sor, University of Miami School of Medicine; 
With a Foreword by Jerome Pierce Webster, 
M.D., Professor of Clinical Surgery, College of 
Physicians and Surgeons, Columbia University. 
Ed. 1, Cloth. Pp. 652, with illustrations. Price 
$35.00. Little, Brown and Company, 34 Beacon 
St., Boston 6, 1957. 


THE PRACTICE OF MEDICINE. Edited 
by Jonathan Campbell Meakins, C.B.E., M.D., 
D., D.Se.; and Associate Editors. Ed. 6. 
Cloth. Pp. 1916, with illustrations. Price $16.00. 
The C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3, 1956. 


CLINICAL CARDIOPULMONARY PHYS- 
IOLOGY. Sponsored by the American College 
of Chest Physicians. Cloth. Pp. 759, with illus- 
trations. Price $15.75. Grune & Stratton, 381 
Fourth Ave., New York 16, 1957. 


THE DOCTOR AS A WITNESS. By John 
Evarts Tracy, Professor of Law (Emeritus), 
University of Michigan; Author of Corporate 
Foreclosures, Corporation Practice, Handbook 
of the Law of Evidence, and the Successful 
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Practice of Law. Cloth. Pp. 221. Price $4.25. 
W. B. Saunders Company, West Washington 
Square, Philadelphia 5, 1957. 


GYNECOLOGIC THERAPY. By William 
Bickers, M.D., Attending Gynecologist to Rich- 
mond Memorial, Retreat for the Sick, Shelter- 
ing Arms, Richmond Community and Evange- 
line Booth Hospitals, Richmond, Virginia. Cloth. 
Pp. 158. Price $4.25. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, 
Iil., 1957. 


HANDBOOK OF DIFFERENTIAL DIAG- 
NOSIS. By Harold Thomas Hyman, M.D., 
Consulting Physician, Monmouth Memorial 
Hospital, Long Branch and Riverview Hospital. 
Red Bank, N.J.; Diplomate of the American 
Board of Internal Medicine; Formerly Assist- 
ant Professor of Pharmacology, Columbia Uni- 
versity; Associate Attending Physician, The 
Mount Sinai Hospital, New York; Attending 
Physician, The Montefiore Hospital, New York. 
Ed. 2. Cloth. Pp. 801. Price $8.00. J. B. Lip- 
pincott Company, E. Washington Square, Phila- 
delphia 5, 1957. 


The Ciba Collection of Medical Illustrations, 
Volume 3: DIGESTIVE SYSTEM; Part III, 
LIVER, BILIARY TRACT AND PAN- 
CREAS. A Compilation of Paintings on the 
Normal and Pathologic Anatomy, prepared by 
Frank H. Netter, M.D.; and edited by Ernst 
Oppenheimer, M.D. Cloth. Pp. 165, with illus- 
trations. Price $10.50. Ciba Pharmaceutical 
Products, 556 Morris Ave., Summit, N.J., 1957. 


THE EARLY DETECTION AND PRE- 
VENTION OF DISEASE. Edited by John P. 
Hubbard, M.D.; George S. Pepper, Professor 
of Public Health and Preventive Medicine, 
University of Pennsylvania School of Medi- 
cine. Cloth. Pp. 350. Price $7.50. McGraw-Hill 
Book Company, 330 W. 42nd Street, New York 
36, 1957. 


PHYSIOLOGIC PRINCIPLES OF SUR- 


GERY. Edited by Leo M. Zimmerman, M.D., 
Professor and Chairman of the Department of 
Surgery, Chicago Medical School; Attending 
Surgeon, Michael Reese and Cook County Hos- 
pitals; and Rachmiel Levine, M.D., Chairman, 
Department of Medicine, and Director, Depart- 
ment of Metabolic and Endocrine Research, 
Medical Research Institute, Michael Reese Hos- 
pital; Professorial Lecturer in Physiology, Uni- 
versity of Chicago. Cloth. Pp. 988, with illus- 
trations. Price $15.00. W. B. Saunders Com- 
pany, W. Washington Square, Philadelphia 5, 
1957. 


MUSCLE RELAXANTS IN ANESTHESI- 
OLOGY. By Francis F. Foldes, M.D.; Direc- 
tor, Department of Anesthesia, Mercy Hos- 
pital; Associate Professor of Anesthesiology, 
University of Pittsburgh, School of Medicine, 
Pittsburgh, Pennsylvania. Cloth. Pp. 210, with 
illustrations. Price $5.50. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Spring- 
field, Ill., 1957. 


RHEUMATIC DISEASES, RHEUMATISM 
AND ARTHRITIS. By Heinrich G. Brugsch, 
M.D., F.A.C.P., Assistant Professor of Medi- 
cine, School of Medicine, Tufts University; 
Physician-in-Charge, Arthritis Clinic of The 
Boston Dispensary, a Unit of the New England 
Medical Center; Diplomate, The American 
Board of Internal Medicine. Cloth. Pp. 330, 
with illustrations. Price $10.00. J. B. Lippincott 
Company, E. Washington Square, Philadelphia 
5, 1957, 


CURRENT THERAPY 1957, Latest Ap- 
proved Methods of Treatment For The Prac- 
ticing Physician. Edited by Howard F. Conn, 
M.D.; and Consulting Editors. Cloth. Pp. 731. 
Price $11.00. W. B. Saunders Company, W. 
Washington Square, Philadelphia 5, 1957. 


DISEASES AND DISORDERS OF THE 
COLON. By Anthony Bassler, M.D., F.A.C.P., 
F.A.C.G., LL.D., Consulting Gastroenterologist, 
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New York Polyclinic Medical School and Hos- 
pital, St. Vincent’s, Jewish Memorial, Miseri- 
cordia, and Doctors Hospitals, New York City; 
Christ’s Hospital, Jersey City; St. John’s Hos- 
pital, Riverside; Professional Hospital, Yonk- 
ers; New Rochelle Hospital, New Rochelle; St. 
Agnes’ Hospital, White Plains; United Hos- 
pital, Portchester, New York; Formerly, Pro- 
fessor and Director of the Department of Gas- 
troenterology, Polyclinic Medical School and 
Fordham University Medical College. Cloth. 
Pp. 217, with illustrations. Price $6.75. Charles 
C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill., 1957. 


INTRODUCTION TO PHYSIOLOGICAL 
AND PATHOLOGICAL CHEMISTRY. By 
L. Earle Arnow, Ph.G., B.S., Ph.D., M.B., 
M.D., Vice President, Merck Sharp & Dohme 
Research Laboratories Division; Executive Di- 
rector, Merck Institute for Therapeutic Re- 
search, Merck & Co., Inc., West Point, Penn- 
sylvania, and Rahway, New Jersey; formerly 
Professor of Chemistry, Bryn Mawr College 
Summer School of Nursing, Bryn Mawr, Penn- 
sylvania; formerly Assistant Professor of Phys- 
iological Chemistry, University of Minnesota 
Medical School, and Lecturer in Physiological 
Chemistry, University of Minnesota School of 
Nursing, Minneapolis; Revised with the assist- 
ance of Marie C. D’Andrea, R.N., B.S. in 
Nursing Education, Educational Director, 
School of Nursing, St. Vincent’s Hospital, In- 
dianapolis. Ed. 5. Cloth. Pp. 529, with illustra- 
tions. Price $4.25. The C. V. Mosby Company, 
3207 Washington Blvd., St. Louis 3, 1957. 


PEDIATRIC DENTISTRY. By M. Michael 
Cohen, D.M.D., Stomatologist, Boston Floating 
Hospital; Lecturer, Pediatric Stomatology, Tufts 
University School of Medicine, Department of 
Pediatrics; Lecturer, Pediatric Stomatology, 
Tufts University School of Dental Medicine, 
Department of Oral Pediatrics; Member of the 
Post-Graduate Teaching Staff, University of 
Pennsylvania School of Dentistry; Consultant 


in Dentistry tor Children, United States Public 
Health Service; Consultant in Stomatology, 
Booth Memorial Hospital; Fellow, American 
Public Health Association; and collaborators. 
Cloth. Pp. 607, with illustrations. Price $14.75. 
The C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3, 1957. 


BRAIN MECHANISMS AND DRUG AC- 
TION, A Symposium, Fourth Annual Scientific 
Meeting of the Houston Neurological Society, 
Texas Medical Center, Houston, Texas. Com- 
piled and Edited by William S. Fields, Profes- 
sor of Neurology, Baylor University College of 
Medicine. Cloth. Pp. 147, with illustrations. 
Price $4.25. Charles C Thomas, Publisher, 301- 
327 E. Lawrence Ave., Springfield, Ill., 1957. 


STEPPINGSTONES TO PROFESSIONAL 
NURSING, Text and Workbook for Student 
Nurses. By Luella J. Morison, R.N., M.A. 
Nursing Education Consultant, Ohio Depart- 
ment of Mental Hygiene and Correction; for- 
merly Director of Nursing Education and Stu- 
dent Guidance, Mt. Carmel Hospital School of 
Nursing, Columbus, Ohio. Ed. 2. Paper. Pp. 
474. Price $4.75. The C. V. Mosby Company, 
3207 Washington Blvd., St. Louis 3, 1957. 


NEW AND NONOFFICIAL REMEDIES 
1957, Containing Descriptions of Drugs Evalu- 
Ated by the Council on Pharmacy and Chemis- 
try of the American Medical Association; An 
Annual Publication Issued Under the Direction 
and Supervision of the Council. Cloth. Pp. 582. 
Price $3.35. B. Lippincott Company, E. 
Washington Square, Philadelphia 5, 1957. 


PRINCIPLES OF UROLOGY, An Intro- 
ductory Textbook to the Diseases of the Uro- 
genital Tract. By Meredith F. Campbell, M.S., 
M.D., F.A.C.S., Emeritus Professor of Urol- 
ogy, New York University; Consulting Urolo- 
gist to Bellevue Hospital, New York; to Variety 
Children’s Hospital, Miami, and to St. Francis 


Hospital, Miami Beach, Florida; Lecturer in 
Urology, University of Miami School of Medi- 
cine. Cloth. Pp. 622, with illustrations. Price 
$9.50. W. B. Saunders Company, W. Wash- 
ington Square, Philadelphia 5, 1957. 


CLINICAL LABORATORY METHODS. By 
W. E. Bray, B.A., M.D., Consulting Labora- 
tory Director, Martha Jefferson Hospital, Char- 
lottesville, Virginia; formerly Professor of Clin- 
ical Pathology, University of Virginia and Di- 
rector of Clinical Laboratories, University of 
Virginia Hospital. Ed. 5. Cloth. Pp. 731, with 
illustrations. Price $9.75. The C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 
1957. 


INTRODUCTION TO LABORATORY 
CHEMISTRY. By L. Earle Arnow, Ph.G., 
B.S., Ph.D., M.B., M.D., Vice President, Merck 
Sharp & Dohme Research Laboratories Divi- 
sion; Executive Director, The Merck Institute 
for Therapeutic Research, Merck & Co., Inc., 
West Point, Pennsylvania, and Rahway, New 
Jersey; formerly Professor of Chemistry, Bryn 
Mawr College Summer School of Nursing, 
Bryn Mawr, Pennsylvania; formerly Assistant 
Professor of Physiological Chemistry, Univer- 
sity of Minnesota Medical School, and Lecturer 
in Physiological Chemistry, University of Min- 
nesota School of Nursing, Minneapolis; Revised 
with the assistance of arie C. D’Andrea, 
R.N., B.S., in Nursing Education, Educational 
Director, School of Nursing, St. Vincent’s Hos- 
pital, Indianapolis. Ed. 5. Paper. Pp. 116, with 
illustrations. Price $1.50. The C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 
1957, 


EXPECTANT MOTHERHOOD. By Nichol- 
son J. Eastman, M.D., Professor of Obstetrics 
in Johns Hopkins University; and Obstetrician- 
in-Chief to the Johns Hopkins Hospital. Ed. 3. 
Cloth. Pp. 198, with illustrations. Price $1.75. 
Little, Brown and Company, 34 Beacon St., 
Boston, 1957. 
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* prompt antimycotic @ 
* continuing prophyla 


DESE 


For most effective and convenient therapy and continuing prophylaxis, use 
Desenex as follows: 


At NIGHT the Ointment (zincundecate)—1 oz. tubes and 1 Ib. jars. 
During the DAY the Powder (zincundecate)—1' oz. and 1 Ib. containers. 


After every FOOT BATH the Solution (undecylenic acid)—2 fl. oz. and 
1 pt. bottles. Use only when skin is unbroken. 
In otomycosis Desenex solution or ointment 


Malte Write for free sample supply to Professional Service Department. x 
Maltbie Laboratories Division, Wallace & Tiernan, Inc., Belleville 9, N. J. 2 


POWDER 


Estan 


EFFECTIVE WITHOUT COMPLICATIONS WITHIN 5 DAYS’ 


Suppression of Lactation: Other indications: 
Virtually no breast engorgement, pain or induced va- _ Relief of disturbing senescent symptoms in both men 


| ginal bleeding?:> complicates the postpartum use of | and women is readily provided by the combination 
Estan in the recommended dosage. Well tolerated of estrogen and androgen.*> Additive anabolic ef. 
rs Estan is effective in relatively small oral dosage. fects increase the sense of well-being. 


Dosages: 


Recommended dosage:' 


3 tablets t.i.d. on the first 2 postpartum days, Menopause* or male climacteric—1 or 2 tablets 
2 tablets t.i.d. for the following 2 days, and daily. 


1 tablet t.i.d. for one day. Osteoporosis and senescence—1 or 2 tablets t.i.d. 
for 1-2 months, then 1 or 2 tablets per day. 


Supplied: In bottles of 30 and 100 scored tablets. *Follow 21 days of treatment with 7 to 10 days of rest. 


White Laboratories, Inc., Kenilworth, New Jersey 


References: 3. Rienzo, J. $., Am. J. Obst. & Gynec., 66:1248, December, 1953. 
1. Laufe, L. E.,and McCarthy, J. J. Jr., Pennsylvania M. J. 59-914, August, 1956. 4. Masters, W. H., J. Am. Geriatrics Soc., 3:389, June, 1955. 
2. Garry, J., Obst. & Gynec., 7:422, April, 1956. 5. Masters, W. H., and Ballew, J. W., Geriatrics, 10:1, January, 1955. 
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Give your patient that extra lift with “Beminal” Forte 817 
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Changes of address and 


new locations 


Achenbach, Lloyd T., Jr., PCO ’55; Jonestown, Pa. 

Agee, W. Richard, from First Natl. Bank Bldg., to 831 S. 
Noland Road, Independence, Mo. 

Allen, Ferrest C., from 113 E. Eighth St., to 13 E. Eighth St., 
Lawrence, Kans. 

Ammerman, Richard C., from Swarthmore, Pa., to The Round 
Top Road, Route 3, Wellsboro, Pa. 

Anderson, Richard Lee, COPS ’55; 6014 S. Western Ave., Los 
Angeles 47, Calif. 

Angelo, Earl J., from 560 Main St., to 570 F St., Box 1336, 
Hawthorne, Nev. 

Angelo, Eugenie, from 560 Main St., to 570 F St., Box 1336, 
Hawthorne, Nev. 

Arfstrom, Harold G., from 119 N. Church St., to 1613 Green- 

mount St., Rockford, II. 


Baker, Herman A., Jr., from 16% W. Broad St., to 204 Union 
Savings Bank Bldg., Newton Falls, Ohio 

Balabanian, Henry G., from 316 W. Court St., to 3084 W. 
Pierson Road, Flint 5, Mich. 

Bentz, Robert L., from 2738 Colorado Ave., to Homewood 

aes Center, Homewood Drive & Grove Ave., Lorain, 


io 

Berg, Dalrie, KC ’56; Rocky Mountain Osteopathic Hospital, 
4701 E. Ninth Ave., Denver 20, Colo. 

Berlin, Richard W., from Los Angeles, Calif., to 1034 Pier 
Ave., Hermosa Beach, Calif. 

Bess, Joseph, KC “S6: Metropolitan Hospital, 300 Spruce St., 
Philadelphia 6, Pa. 

Beville, Byron A., DMS ’56; Dallas Osteopathic Hospital, 5003 
Ross Ave., Dallas 6, Texas 

Brauer, Richard E., KC ’56; 3708 Brush Creek Parkway, 
Kansas City 30, "Mo. 

Brown, Allen T., from Redondo Beach, Calif., to 22422 Palos 
Verdes Blvd., Torrance, Calif. 

nates, Arthur H,, from 23 Broad St., to 26 Broad St., Lynn, 

ass. 


Campbell, John W., II, KCOS ’56; Dallas Osteopathic Hos- 
pital, 5003 Ross Ave., Dallas 6, Texas 

Campbell, Thomas K., KC ’56; Green Cross General Hospital, 
1900 23rd Falls, Ohio 

Campobasso, Frank, KC ’56; 917 Benton Blvd., Kansas City 


CG hessmore, Leonard E., COPS ’55; 1351 Jefferson Ave., Haw- 
thorne, Calif. 

Corpolongo, Arthur D., KC ’56; Erie Osteopathic Hospital, 234 
W. Sixth St., Erie, Pa. 

Corpolongo, John D., KC ’56; Normandy Osteopathic Hospital, 

Natural Bridge Road, St. Louis 21, Mo. 

Cortum, Donald, from Redondo Beach, Calif., to 22422 Palos 
Verdes Blvd., Torrance, Calif. 

Cotler, Gerald, PCO ’56; 334 Delancey St., Philadelphia 6, Pa. 

Cramer, David, from 2307 N. 32nd St., to 2429 W. Montgomery 
Ave., Philadelphia 21, Pa. 


Dattalo, Phillip M., from 2955 N. Camac St., to 3202 German- 
town, Ave., Philadelphia 40, Pa. 
Davis, David William, DMS ’56; 2750 W. Chicago, Detroit 6, 


Mich. 

Davis, Orville Jack, COPS ’55; 847 Main St., Box 863, Ra- 
mona, Calif. 

Deady, Eugene, KCOS ’56; or Osteopathic Hospital, 
619 Townsend St., Lansin 

Decker, Norman Edward, KCOS "56; Osteopathic Hos- 
pital, 12523 Third Ave., Detroit . Mich. 

DeGhetto, John C., PCO "56: Bay View Hospital, 23200 Lake 
Road, Bay Village, Ohio 

Delitzsch, Astrid Anne, from Highland Park, Mich., to 2845 
N. Woodward Ave., Berkley, Mich. 
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When high vitamin B and C levels 


are required give your patient 
that extra lift with “Beminal” Forte. 


“Beminal” Forte—each capsule contains: 


Thiamine mononitrate (Br) 25.0 mg. 
Riboflavin 12.5 mg. 
Nicotinamide .............. 75.0 mg. 
Pyridoxine HCl (Be) 3.0 mg. 
Cale. pantothenate 10.0 mg. 
Vitamin C (ascorbic acid) 2... 150.0 mg. 
Vitamin B.2 with intrinsic factor 

concentrate 1/9 U.S.P. Unit 
Improved formula 


“BEMINAL” Forte 


ium VITAMIN C 


Dosage: 1 to 3 capsules daily, or more, depending 
upon the needs of the patient. 


Supplied: No. 817 — Bottles of 100 and 1,000 
capsules. 


AYERST LABORATORIES 
New York, N. Y. * Montreal,Canada 


p90 
{ 
Ne? 
4 
H 
> 
| | 
| 
| 
| 
| 


DeVries, Gordon, KC ’56; Mount Clemens General Hospital, 
1000 Harrington Blvd., Mount Clemens, Mich. 

Dominguez, J. A., from Box 633, to Box 166, Taos, N. Mex. 

Donham, William Lee, COPS 55; 7717 N. Hollywood Way, 
Burbank, Calif. 

Dorfman, Albert S., KCOS ’56; Flint General Hospital, 765 E. 
Hamilton Ave., ’Flint 5, Mich. 

om H., from Delano, Calif., to Box 1046, Paradise, 
Calif 


Eisenman, Arnold, KC ’56; Zieger Osteopathic Hospital, 4244 
Livernois Ave., Detroit 10, Mich. 

Ekelman, Harold M., from 2901 Second Ave., to 18820 Wood- 
ward Ave., Detroit 3, Mich. 

England, Lloyd L., from Kirksville, Mo., to Davenport Osteo- 
pathic Hospital, 326 E. 29th St., Davenport, Iowa 

Enloe, Garold G., KC ’56; Garden City-Ridgewood Hospitals, 
30548 Ford Road, Garden City, Mich. 

Evans, J. Deane, from Albuquerque, N. Mex., to 313 Hawaiian 
Trust Bldg., Honolulu 13, T. H. 


Fallick, Alan M., PCO ’56; 5008 Walnut St., Philadelphia 


39, Pa. 
Feleay, ty R., COPS ’55; 1680 N. Vine St., Los Angeles 
alif. 
Forrestal, Thomas P., KC ’56; Fort Worth Osteopathic Hos- 
pital, Inc., 1000 Montgomery St., Fort Worth 7, Texas 


Gaddy, Frank C., from 4 E. 15th St. to 3620 E. 15th St., 
Tulsa 4, Okla. 

Glover, Julius R., PCO ’56; Bay View Hospital, 23200 Lake 

ad, Bay Village, Ohio 

Goldberg, Jerry, COPS ’56; LeRoy Hospital Bldg., 40 E. 61st 
St., New York 21, N. Y. 

Goldsmith, Douglas M., KCOS ’56; Osteopathic Hospital of 
Harrisburg, 1829 N. Front St. Harrisburg, Pa. 

Golin, Albert, PCO ’56; 4816 Pine ’St., Philadelphia 43, Pa. 

Graff, John F., KC 56; Cape Osteopathic Hospital, 105 S. 
Spanish St., Cape Girardeau, Mo. 

Griffin, Imogene L., BC “SO; Flint Osteopathic Hospital, Inc., 
416 W. Fourth "Ave, Flint 3, Mich. 

Grossbart, Frederick, PCO ’56; Bay View Hospital, 23200 Lake 
Road, Bay Village, Ohio 

Guenther, Lewis H., from Grand Junction, Colo., to Lamb 
Memorial Hospital, 1560 Humboldt St., Denver 18, Colo. 


Hickerson, James Scott, KC ’56; Oklahoma Osteopathic Hos- 
pital, 744 W. Ninth St., Tulsa 5, Okla. 

Hildreth, DeWall J.., KCOS ’56; Portland Osteopathic Hos- 
pital, 616 N. W. 18th St., Portland 9, Ore 

Hill, Albert S., from Croydon, Pa., to Eddington, Pa. 

Hoemann, Virgil H., KC °56; "Normandy Osteopathic Hospital, 
7840 Natural Bridge Road, St. Louis 21, Mo. 

—_— John E., KC ’56; Fort Worth Osteopathic Hospital, 

, 1000 Montgomery ’St., Fort Worth 7, Texas 


Irwin, Robert S., from St. Ansgar, Iowa, to Paden City, W. Va. 


Jaeger, Fredrick J. J., PCO ’56; Hospital, 1087 Den- 
nison Ave., Columbus 

James, Justice, KCOS ’56; } onl Hospital, 1087 Dennison 
Ave., Columbus 1, Ohio 

Jogerst, ‘Charles B., from 601-03 Frisco Bldg., to 418 Wall 
Ave., Joplin, 

as, C. Basil, KC "56 Fort Worth Osteopathic Hospital, Inc., 
1000 Montgomery St., Fort Worth 7, Texas 

Johnson, Gilbert L., from Cleveland, Ohio, to Brentwood Hos- 
pe. 4110 Warrensville Center Road, Warrensville Heights, 

hio 
Joseph, Jay H., PCO ’56; Metropolitan Hospital, 300 Spruce 
a Philadelphia 6, Pa. 


Kahler, Derald R., KC ’56; Oklahoma Osteopathic Hospital, 
744 W. Ninth St., Tulsa 5, Okla. 

Kane, Theodore E., from Erie, Pa., to 7118 Winona Ave., St. 
Louis 9, Mo. 

Keigh, Howard E., from Long Beach, Calif., to 11552 Stanton 
Ave., Anaheim, Calif. 

Kenny, Dennis P., DMS ’56; Doctors Hospital, 1087 Dennison 
Ave., Columbus 1, Ohio 

Kent, Eric G., from Fairview Park, Ohio, to 3681 Lynnfield 
Blvd., Cleveland 22, Ohio 


106 


comprehensive physiologic supplement 


each Kapseal contains: 


VITAMINS 

Vitamin A 1,667 Units (0.5 mg.) 
Vitamin B,; mononitrate 0.67 meg. 

Ascorbic acid 33.3 mg. 
Nicotinamide 16.7 mg. 

Vitamin By 0.67 meg. 

Vitamin Bg 0.5 mg. 

Vitamin By, with intrinsic 

factor concentrate 0.033 USP Unit (oral) 
Folic acid 0.1 mg. 

Choline bitartrate 6.67 mg. 
Pantothenic acid 

(as the sodium sait) 5 mg. 

MINERALS 

Ferrous sulfate (exsiccated) 16.7 mg. 

lodine {as potassium iodide) 0.05 mg. 

Caicium carbonate 66.7 mg. 


DIGESTIVE ENZYMES 


Taka-Diastase® 20 mg. 
Pancreatin = 133.3 mg. 


PROTEIN. IMPROVEMENT FACTORS 


monohydrochlioride 66.7 me. 
di-Methionine 16.7 mg. 


GONADAL HORMONES 


Methyl testosterone ~ 1.67 mg. 
Theelin 0.167 mg. 
DOSAGE: 


One Kapseal three times daily before meals. 
Female patients should follow each 21-day course 
with a 7-day rest interval. 

PACKAGING: 

ELDEC Kapseals are avaitabie in botties of 100. 


soosz 


& t 
i 


mineral-vitamin-hormone supplement 


+ vitamins and minerals 
to help maintain cellular function 


- enzymes to aid digestion 
amino acids to help maintain nitrogen balance 
steroids to stimulate anabolism 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 


in middle years... 


buttress his physiologic state 
for vigorous later life 


§ 
lency 


Fischer Offers Today’s Greatest 
Values in X-Ray, Fluoroscopic, UI- 
trasonic, Short Wave Diathermy and 
Low Voltage Equipment 


Investigate H. G. Fischer 
_ & Co. products before 
you invest. Dollar for Dol- 
lar they are the Greatest 
Values in the industry — 
Unsurpassed in HIGH 
QUALITY of material, 


workmanship, and per- 


“Multi - Service” Full- 
Wave Rectified X - Ray 
Unit — 300, 200, or 100 
Milliamperes 


formance. 


Established in 1910, the 
Company now has a list 
of well over 100,000 satis- 
fied users. 


‘*Spacesaver’’ X-Ray 
Unit and Examining 
Table — 200, 100, 75, 50, 
or Ma. 


Check items of interest in 
the coupon below and 
mail it to us. Descriptive 
and illustrated literature 
will come to you prompt- 
ly. You will not be obli- 
gated in any way. 


“SPACESAVER” 
Vertical Fluoroscope 


Ultrasonic Generator 
F.C pproved 


Franklin Park, Illinois 


H. G. FISCHER & co. (suburb of Chicago) 


Established 1910 
Manufacturer of X-Ray, Physical Medicine and Rehabilitation Equipment 


H. G. FISCHER & CO., 9451-91 W. Belmont Ave., Franklin Park, Ill. 
Please send, without obligation, full information on: 


—) "MULTI-SERVICE" Radiographic-Fiuoroscopic Unit, 100, 200, or 300 M.A. 


FISCHER "Spacesaver" Radiographic-Fluoroscopic Unit and Examining » 
Table [) 30 MA, 75 MA, 100 MA, [) 200 M.A. 
« ©) Ultrasonic Generator, FCC Type Approved. . 
FISCHER Short Wave Diathermy Units, F.C.C. Approved. 
FREE Simplified X-Ray Manual. Low Votage Generators 
* FREE Ultrasonic Therapy Manual. Low Voltage Manual 
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Kent, Joye Dantaise, from Maple Heights, Ohio, to 3681 Lynn- 
field Blvd., Cleveland 22, Ohio 

Kernis, David, from 1833 N. 33rd St., to 1300 Marlborough, 
Philadelphia 

Key, Edwin A., from Decatur, Ga., to Box 210A, Lithonia, Ga. 

Kimball, Lawrence D., Jr.. RCOS Mechanic St. West- 
brook, Maine 

Kling, Quentin P., from Kewanee, IIl., to 1831 State St., Bet- 
tendorf, Iowa 

Knapp, Joseph S., KC ’56; Garden City-Ridgewood Hospitals, 
30548 Ford Road, Garden City, Mich. 

Kodama, Richard Y., CCO ’56; Doctors ‘Hospital, 1087 Denni- 
son ’Ave., Columbus Ohio 

Kotz, Richard M., DMS ’56; 1468 Fourth St., 
14, Iowa 

Kramer, Carolyn D., from Philadelphia, Pa., to 2217 Gilham 
Road, Box 114, Broomall, Pa. 

Kramer, Stephen W., CCO ’56; Bay View Hospital, 23200 Lake 
Road, Bay Village, Ohio 

I seamer, Robert Max, DMS ’56; Still Osteopathic Hospital, 
725 Sixth Ave., Des Moines 9, Iowa 

Kurtzack, Irwin [i from Bronx, N.Y, to 6930 Rue Vendome, 
Miami Beach 41, Fla. 

Kuzon, Chester, KC ’56; Osteopathic Hospital of Kansas City, 
926 E. 11th St., Kansas City 6, Mo 


Des Moines 


Lawrence, William H., KC 56; Bruceton, Tenn 

Le Munyon, Pierre T.. from 155 N. Fulton "St, 
Shields, Fresno 4, Calif 

Henry PCO 56; 4710 Locust St., Philadelphia 


to 1612 Mirabeau 


to 1127 E. 


Pa. 
Lockward, William H., from Miami, Fila., 
Ave., New Orleans 19, La. 
Logan, David, KC ’56; 2911 Sturtevant, Detroit 6, Mich. 
Logue, Francis M., from 684 Capital Ave., S. W., to 725 Cap- 
ital Ave., S. W., Battle Creek, Mich. 
Long, Vaughn R., DMS ’56; Knox, Pa. 


MacLeod, Angus H., from Boston, Mass., to 156 Beebe Acres 
Road, Falmouth, Mass. 

Madsen, Robert E., KCOS ’56; 512 S. Florence St., Kirks- 
ville, Mo. 

Mantell, Robert, COPS ’56; Cafaro Memorial Hospital, Broad- 
way & Florencedale Ave., Youngstown 4, Ohio 

Marshak, Herbert, KC ’56; Metropolitan Hospital, 300 Spruce 
St., Philadelphia 6, Pa. 

Martsukis, Leo M., PCO ’56; Doctors Hospital, Inc., 325 W. 
Jefferson Blvd., Los Angeles 7, Calif. 

Matthews, James G., Jr., from Highland Park, Mich., to 2845 
N. Woodward Ave., Berkley, Mich. 

McCalla, Pauline M., from 1300 Main St., to 1020 Main St., 
Follansbee, W. Va. 

McCorkle, Robert O., from Ralls, Texas, to Box 1008, Idalou, 


Texas 

McKewon, Claude Richard, KC ’56; Oklahoma Osteopathic 
Hospital, 744 W. Ninth St., Tulsa 5, Okla. 

Meaney, William E., from Detroit, Mich., to 740 34th St., Des 
Moines 12, Iowa 

Melhorn, Frederick R., PCO ’56; 4625 Cedar Ave., Philadel- 


phia 43, Pa. 
mac 4 Irwin Robert, KCOS ’56; 311 S. Ely St., Kirks- 
ville. 


Millard, cone C., PCO ’56; Massachusetts Osteopathic Hos- 
pital, azz S. Huntington Ave., Jamaica Plain, Boston 30, 


Mass. 
Mitchem, K. E., from New Bloomfield, Mo., to Box 503, 


Mokane, Mo. 

Morrison, William R., KC ’56; 1244 E. 43rd Terrace N., 
Kansas City 16, Mo. 

Mueller, Donn W., KC ’56; Normandy Osteopathic Hospital, 
7840 Natural Bridge Road, St. Louis 21, Mo. 

Munro, William John, KC ’56; Detroit Osteopathic Hospital, 
12523 Third Ave., Detroit 3, Mich. 


Nagel, Leonard C., from Cleveland, Ohio, to 4110 Warrensville 
Center Road, Warrensville Heights, Ohio 

Niehouse, George K., from 603 Washington St., to 5165 W 
Alameda Ave., Denver 19, Colo. 


Orons, Stanley, PCO ’56; 4209 Viola St., Philadelphia 4, Pa. 
Owens ‘oe A., DMS 56; 12311 Cloverlawn Ave., Detroit 4, 
ich. 


Parfitt, Leonard D., from Columbus, Ohio, to 550 Cap-Au-Gris, 
Troy, Mo. 
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Parnassus, William N., COPS ’55; 129 S. Elm Drive, Beverly 
Hills, Calif. 

Peckins, Howard C. B., PCO ’56; Flint General Hospital, 765 
E. Hamilton Ave., Flint 5. Mich. 

Perron, George E., KC "563 Garden City-Ridgewood Hospitals, 
30548 Ford Road, Garden City, Mich. 

Perry, Charles L., KC 56; Detroit Osteopathic Hospital, 12523 
Third Ave., Detroit 3, Mich. 

Pittman, Lewis N., from Borger, Texas, to Box 262, Groom, 
Texas 

Pratt, Russell M., COPS ’55; Box 356, Carmel, Calif. 

Pressley, Donald, KCOS ’56; Carson City Hospital, Carson 
City, Mich. 

Purmell, Eugene B., KCOS ’56; Garden City-Ridgewood Hos- 
pitals, 30548 Ford Road, Garden City, Mich. 


Reese, Allen Edwin, COPS ’55; 11926 San Bernardino Road, 
El Monte, Calif. 

Renner, M. Bruce, KCOS ’56; 102 Lincoln Way West, Box 
131, Osceola, Ind. 

Rose, Donald Harold, COPS ’55; 13185 Van Nuys Blvd., 
Pacoima, Calif. 

Rosman, Lowell, KCOS °56; Flint General Hospital, 765 E. 
Hamilton Ave., Flint 5, Mich. 

Ross, Donald M., KC 56; 3402 N. 12th St., Phoenix 43, Ariz. 


Sacks, a L., COPS ’56; 5622 Harold Way, Hollywood 28, 
Calif. 
Salim, Donald S., DMS ’56; 375% N. Gratiot Ave., Mount 


Clemens, Mich. 

Saperstein, Phillip P., from 2431 Stadium Drive, to 2214 W. 
Seminary Drive, Fort Worth 15, Texas 

Satnick, Julian H., COPS *S5° 10432 S. Crenshaw Blvd., Irigle- 
wood, Calif. 

Savoia, Anthony L., CCO ’56; 813 E. 28th St., Erie, Pa. 

Scheerer, Leon B., KCOS 56; 1253 Third St., Muskegon, 

ich. 

Scheurer, Donald A., KCOS ’56; Flint Osteopathic Hospital, 
Inc., 416 W. Fourth Ave., Flint 3, Mich. 

Sheremeta, Zoni, from Watervliet, N.Y., to 38 Willett St. 
Albany 6, N.Y. 

Sherman, Robert John, KC ’56; Allentown Osteopathic Hos- 
pital, 1736 Hamilton Ave., Allentown, Pa. 

Shultz, Walter W., from 615 ‘Chestnut St., to 338 Cumberland 
St., Lebanon, Pa. 

ei =. Mable, from 618 Lead Ave., S.E., to 401 High St., 

Albuquerque, N. Mex. 

Slaughter, E. F., from Odessa, Mo., to Queen City, Mo. 

Smith, Irvin, PCO 56; 4933 Catherine Shs Philadelphia 43, Pa. 

Snowfleet, Wallace *KCOS 56; Muskegon Osteopathic Hos- 
pital, Third & Webster Sts., Muskegon, Mich. 

Staab, Richard C., KC ’56; 3714 E. 29th St., Tulsa 5, Okla. 

Stanley, Clifford, KCOS ’56; Muskegon Osteopathic Hospital, 
Third & Webster Sts., Muskegon, Mich. 

Stein, Franklin M., PCO ’56; 1472 McKinley St., Philadel- 
phia 49, Pa. 

Stein, = from Providence, R.I., to 310 Ryburn Ave., Dayton 

hio 

Still, "Herman T., from. KCOS Clinic, to 305 E. McPherson 
St., Kirksville, Mo. 

Stratton, John S., from Alhambra, Calif., to 126 E. Broadway, 
San Gabriel, Calif. 


Taylor, William H., KCOS 56; Detroit Osteopathic Hospital, 
12523 Third Ave., Detroit 3, Mich. 
Theodoras, Mary L., KCOS ’56; Box 267, Vandalia, Ohio 
Tietz, Frederick G., from Elm Street Hospital, to Lakeview 
General Hospital, 80 N. 20th St., Battle Creek, Mich. 
Tipton, Mary Elizabeth, PCO ’55; 4529 Spruce St., Phila- 
delphia 39, Pa. 

Tong, Jack Dare, COPS ’56; Forest Hill Hospital, 924 E. 
152nd St., Cleveland 10, Ohio 

Toriello, Dan, from 623 E. 12th St., to 1500 E. Grand Ave., 
Des Moines 16, Iowa 

Trepanier, Donald, KC ’56; Riverside Osteopathic Hospital, 165 
George St., Trenton, Mich. 

Trybus, Henry G., KCOS ’56; Green Cross General Hospital, 
1900 23rd St., Cuyahoga Falls, Ohio 

Tucker, Duane H., from Kenmore, N.Y., to Northwest Hos- 

pital, 1060 N. W. 79th St., Miami 38, Fla. 


van Se Calvin H., KCOS '56; 1830 Second St., Harris- 
Pa. 

Vowell, Owen, from 619 S. Stanton St., to 701 S. Campbell 
St. El Paso, Texas 
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PATIENTS ON . 
“MEDIATRIC” 
CAN EXPECT 
A HEALTHIER, 
HAPPIER 
“SECOND FORTY 


YEARS" 


Steroid-Nutritional Therapy 
Provides a 
Constructive Approach 


in Preventive Geriatrics 


“MEDIATRIC; 


AYERST LABORATORIES 
New York, N.Y. ¢ Montreal, Canada 
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ASSURES MORE 
ACCURATE RECORDS 


The fundamental accuracy of the Cambridge 
Simpli-Scribe Direct Writing Electrocardio- 
graph is predicated upon the unique design of 
the recording mechanism which provides true 
rectangular co-ordinates. 

The paper upon which the electrocardio- 
gram is traced follows the contour of the 
concave platen, enabling the stylus, which 
swings in an arc, to draw truly rectilinear 
records, free from tangential error. This meth- 
od of recording rectangular co-ordinates has 
the further advantage of making possible a 
shorter and lighter stylus with a resultant re- 
duction in inertia and a quicker response to 
the heart potential. The instrument requires 
no grounding wire under normal operating 
conditions. 

The Simpli-Scribe accordingly provides the 
Cardiologist, Clinic or Hospital with a direct 
writing Electrocardiograph of great useful- 
ness and high accuracy. 


Send for descriptive literature 
CAMBRIDGE Also makes the Standard String Galvanometer 
and Direct Writer Electrocardiographs in Multi-Channel 
Models, Audio-Visual Heart Sound Recorder, Catheterization 
Monitor-Recorders, Operating Room Cardioscopes, Educa- 
tional Cardioscopes, Electrokymographs, Plethysmographs, 
Amplifying Stethoscopes, Research pH Meters, Automatic 
Continuous Blood Pressure Recorders and Instruments for 
Measuring Radioactivity. 


CAMBRIDGE INSTRUMENT CO., INC. 
3732 Grand Central Terminal, New York 17, N.Y. 
Chicago 39, 4000 West North Avenue 
Cleveland 15, 1720 Euclid Avenue 
Detroit 2, 7410 Woodward Avenue 
Philadelphia 4, 135 South 36th Street 


| CAMBRIDGE 


ELECTROCARDIOGRAPHS 


Pioneer Manufacturers Of The Electrocardiograph 


Weir, Donald B., from Elm Street Hospital, to Lakeview Gen- 
eral Hospital, 80 N. 20th St., Battle Creek, Mich. 

Weston, Sherman B., from 700 Wood St., to 118 Washington 
Ave., Edgewood, Pittsburgh 18, Pa. 

Wiener, Herbert, PCO ’56; Metropolitan Hospital, 300 Spruce 
St., Philadelphia 6, Pa. 

Williams, David C., from 3146 Euclid Ave., to Osborn Bldg., 
Cleveland 15, Ohio 

Winslow, J. Robert, KC ’56; Dallas Osteopathic Hospital, 5003 
Ross Ave., Dallas 6, Texas 

Wolpmann, Joseph E., KC ’56; Community Hospital, Inc., 1405 

Holland Ave., Houston 15, Texas 


oo ew D. M., COPS ’55; 208 Hemlock St., Manteca, 


alif. 

Yezbick, Alphonse Albert, KCOS ’56; Mount Clemens General 
Hospital, 1000 Harrington Blvd., Mount Clemens, Mich. 
Youngman, T. French, from Harvey Cedars, N.J., to Box 782, 
Tatum, N. Mex. 


Zalen, Edward, KC ’56; Green Cross General Hospital, 1900 
23rd St., Cuyahoga Falls, Ohio 

Zapp, a L., Jr., PCO ’55; 113 N. Ambler St., Quakers- 

town, Pa. 


Applications 


for membership 


CALIFORNIA 
Roberts, David M., (Renewal) 712 E. Manchester Blvd., Ingle- 
wood 
COLORADO 
Graves, Kenneth L., (Renewal) Lincoln Park Osteopathic Hos- 
pital, 1200 N. 12th St., Grand Junction 


DELAWARE 
Mann, John Irvin, Riverside Hospital, Clifton Park Manor, 
Wilmington 2 
FLORIDA 


Kaufman, Jerome, (Renewal) 9801 N. E. Second Ave., Miami 
Shores 38 


IOWA 
Risser, C. K., (Renewal) 110 N. Main St., Maquoketa 


MISSOURI 
Beach, Robert E., (Renewal) 501 N. Delaware St., Butler 
Gillie, James T., Route 2, Excelsior Springs 
Oliver, Jack R., (Renewal) 801 Valentine Road, Kansas City 11 
Bentzin, Raymond V., (Renewal) Box 42, Otterville 
Stiles, Willard F., (Renewal) Stella 


NEW HAMPSHIRE 
Whitaker, Lester R., (Renewal) 97 Chestnut St., Portsmouth 


OREGON 
Barr, Otis A., (Renewal) 122 E. Main St., Willamina 


PENNSYLVANIA 
Fox, Charles W., 530 Prince Frederick St., King of Prussia 


WEST VIRGINIA 
Ridgway, John H., (Renewal) Box 205, New Haven 


WISCONSIN 


Kuehn, Edwin W., Lakeview Hospital, 1749 N. Prospect Ave., 
Milwaukee 2 


Journat A.O.A. 
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ACETYLCARBROMAL TABLETS 


Proved safe and effective by 6 years 
clinical use. 


Soothes the central nervous system, 
produces calmness without hypnosis. 


Non-toxic, non-cumulative, non-ad- 
dicting, no known contraindications. 


Does not impair mental or physical 
function. 


Orally effective within 30 minutes 
for sustained action up to 6 hours. 


Economical. 


Indications: Tension, nervousness, 
anxiety and muscular spasm. 


Supplied: White round tablets 
Acetylcarbromal 5 gr. in bottles 
of 100, 1000. 


Write for samples and literature 


There's Always A Leader 


MALLARD, inc. 


3021 WABASH, DETROIT 16, MICHIGAN 


Vor. 56, May 1957 


Just published! 
Third Edition in 9 years! 


SIGNS 
SYMPTOMS 


Applied Pathologic 
Physiology and Clinical 
Interpretation 


Edited by 
Cyril Mitchell MacBryde, M.D., F.A.C.P. 


With its 3rd edition, this unique and 
well-known reference book has been 
brought thoroughly up to date. 


Throughout, Dr. MacBryde’s premise 
is observed that successful interpreta- 
tion of signs and symptoms of disease 
rests on data gained from a complete 
and detailed medical history. Also, 
that no device, be it ever so clever 
mechanically, electrically or chemical- 
ly, can serve as a substitute in the 
art of medicine for the informed mind 
of the physician. 


The list of contributors is a roster of 
some of the best clinical teaching in 
American medicine. And Dr. Mac- 
Bryde’s introductory chapter alone is 
worth the price of the book, being 
especially valuable for its clear presen- 
tation of the clinical relations between 
doctor and patient, and subsequent pa- 
tient management. 


Three new chapters have been added 
on Growth and Sex Development, 
Generalized Vasospasm and Arterial 
Hypertension, and Lymphadenopathy 
and Disorders of the Lymphathic Sys- 
tem. The book is fully indexed and 
copiously supplied with references and 
bibliographies. 

“Dr. MacBryde . . . has combined the knowl- 
edge of twenty-six distinguished contributors into 
one continuous work which bridges the gap be- 
tween texts on pathology, physiology, biochem- 
istry, and pathologic physiology on one side and 
those on medicine and therapeutics on the other 
. +. (a) valuable work."—JOURNAL OF THE 
AMERICAN OSTEOPATHIC ASSOCIATION (Re- 
view of 2nd Edition). 


973 Pages 191 Illustrations 
6 Color Plates 3rd Edition, 1957 $12.00 


J. B. LIPPINCOTT COMPANY, 
East Washington Square, Philadelphia 5, Pa. 
In Ganada—4865 Western Av., Montreal 6, P.Q. 
Please enter my order and send me: 
O SIGNS AND SYMPTOMG.......: $12.00 


PINCOTT 


OO Charge 
CConvenient Monthly 
Muke Practice Payments 


More Perfect OPayment Enclosed 


JAOA 5-57 


PHILADELPHIA 
MONTREAL 
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RAISE YOUR LEGS! 


Y ou can'say that to your patients by prescribing 
one of our Leg Elevators. They place it under their 
mattress. A slight lift and it is ready for use. In the 
morning, it folds flat completely hidden. Scienti- 
fically designed and made of attractively covered 
plywood. A boon for circulatory ailments such as 
leg cramps, phlebitis, varicose veins, etc., etc. Sold 
by many department stores (names on request). 

Double Bed Size.......................... $9.98 

Single or Twin Bed Size.............. 8.98 


We will ship one to you or any of your patients on a 
| 10 DAY FREE TRIAL | 


If not delighted with the results, just return it parcel post 
collect. Circular on request. 


REST-WELL PRODUCTS CO., 417 W. 127th St., NY 27 


Prescribed by physicians throughout the world 


Have - FELSOL provides safe and 
You > effective relief in Asthma, 
ever Hay Fever and related bronch- 
used > ial affections. 


FELSOL 


* FELSOL also relieves pain 
Y and fever in Arthritis, Headache, 
’ and other painful conditions. 


The fast action and long duration of FELSOL 
gives smooth and comforting relief. After a sin- 
gle therapeutic dose of antipyrine, Brodie and 
Axelrod report, “Plasma levels declined slowly, 
measurable amounts of the drug persisting 24 
hrs.” (J. Pharm. & Exper. Ther. 98:97-104, 1950) 


Each oral powder contains: 
Antipyrine ..... 0.869 gm. 
Iodopyrine..... 0.031 gm. 


Citrated Caffeine . . 0.100 gm. 


Try this unique and superior product by writing for 
free Professional Samples and Literature 


American Felsol Co. « P. O. Box 395 ¢ Lorain, Ohio 


Available at all Drug Stores 


A.O.A., 212 E. Ohio St. 
Chicago I1, Illinois 


STANDARD CASE HISTORY BLANKS, Size 8!/, x 
11, Ruled paper, punched for binder. 


STANDARD CASE HISTORY BLANKS, Size 8!/, x 
11, Folded to fit box-file. 


Price $2.00 per 100, Postpaid 


ATTENTION DOCTORS 


World-Known Specialties 
EUCARBON Compound Charcoal Tablets for 


Gastro-Intestinal Dysfunction and Anti- 
Flatulent Effects in Fermentation. Ex- 
cellent Purifier. 


VALERIANETS - DISPERT Chocolate - Coated 
Tabs. containing Ext. Valerian 0.5 gm.; 
Sedation and Euphoria for Nervous, Ir- 
ritable Patients, Odorless, Non habit- 
forming. 

TRANSPULMIN Injections for Pulmonary and 
Bronchial Conditions; 3% Solution Qui- 
nine with 214% Camphor. 


PRESTO-BORO Tabs. & Powder in Envelopes, 
a Modernized Method for Preparing 
Burow’s Solution U.S.P. XIV. For swell- 


ings, sprains, inflammations. 
Free Samples and Literature Upon Request 


STANDARD PHARMACEUTICAL CO., INC. 
253 W. 26th St., New York 1, N. Y. 


Journat A.O.A. 
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DAILY LOG 


Record Book for Physicians 


Get a business-like start with the efficient and easy-to-use 
DAILY LOG financial record system . . . now available to 
doctors entering private practice at a low INTRODUCTORY 
PRICE. The DAILY LOG helps you set up orderly routines, 
avoid costly mix-ups and tax troubles, saves you time and 
money. No bookkeeping training necessary. A standard 
of the profession since 1927. Satisfaction guaranteed. 


WRITE for Introductory Offer today. We will also send 
you the information-packed Colwell Catalog illustrating the 
office record forms you need for a well organized practice. 


COLWELL PUBLISHING COMPANY 


265 University Ave. 


Champaign, Illinois 


_ the answer to restful... 
NATURAL sleep for your 


SPINE-A-LINER® 


PATENT NO. 626,961 


The patented Spine-A-Liner opens a whole new, — 
promising world of rest . . . relaxation . . . comfort 
to your patients! Designed to keep the “spine-on- 
a-line”, it provides FLAT and FIRM SUPPORT for 
deep, refreshing sleep. Made to fit any size bed, 
quar: has no springs, no buttons or tufting 

- nothing to interfere with natural, straight-line 
repose. 


Recommended now by many Osteopathic Physicians. For free brochure 
giving complete details of patented features, write: 


BETHCO BEDDING CORPORATION 


Front and Alien Streets Allentown, Pa. 


. 56, May 1957 


MODERNIZE YOUR OFFICE 


WITH NEW CTEELINE. 


Designed to make your work faster + easier « 
more pleasant 

Your Aloe representative will provide graphic, 
specific assistance in the planning of your new office 
or modernization of existing facilities. Write today 
for our colorful new brochure describing STEELINE 
practice-tested equipment. No cost or obligation, 

of course. Dept. 116. 

14 fully-stocked 
divisions... 

coast to coast 


a.s. aloe company 
1831 OLIVE STREET © ST. LOUIS 3, MO. 


New Zylax 
Tablets for Fast But 
Gentle Laxation 


RESULTS OVERNIGHT 
NO GRIPING OR CRAMPING 

NO SIDE EFFECTS 

SUGAR FREE 

CONVENIENT FOR ADULTS AND CHILDREN 


Ingredients per tablet: 


Active ingredient— 
Isatin (for the laxative 


effect of prunes) 5 mg. 
Debittered brewer's dried yeast 160 mg. 
Sodium carboxymethylcellulose 300 mg. 


Please write for Zylax samples. 


Literature available on other prod- 
ucts: 
Zymenol, a laxative emulsion con- 
taining healthful brewer’s yeast. 
Zymelose Tablets with brewer's 
dried yeast bulk-forming 
SCMC. 


BSP Liquid, the new product that 
helps prevent or heal bedsores. 


Otis E. Glidden & Co., Inc. 


Waukesha 35, Wis. 
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Abbott Laboratories, 32, 46-47, 62 

Aloe Co., A. S., 113 

American Bakers Assn., 14 

American Felsol Co., 112 

American Ferment Co., Inc., 78 

American Optical, 39 

American Osteopathic Assn., 42, 68, 99, 
112 

Ames Co., 52 

Armour Laboratories, 86 

Ascher & Co., Inc., B. F., 70 

Ayerst Laboratories, 104, 105, 109 


Becton-Dickinson & Co., 44 

Bethco Bedding Corp., 113 
Borcherdt Malt Extract Co., 100 
Borden Company, 77 

Breon & Co., George A., 45 
Bristol-Myers Co., Cover II 
Burroughs Wellcome & Co., Inc., 71 


Cambridge Instrument Co., 110 

Camp Co., S. H., 115 

Chicago Pharmacal Co., 82 

Ciba Pharmaceuticals, Cover IV, Insert 
Between 32-33 

Colwell Publishing Co., 113 

Cutter Laboratories, 48 


Dartell Laboratories, 84 
Davol Rubber Co., 49 
Desitin Chemical Co., 81 
Dietene Co., 83 

Dome Chemicals, Inc., 88 


Eaton Laboratories, 87, 92 


Fischer & Co., H. C., 108 
Fleet, Inc., C. B., 15 


Geigy Pharmaceuticals, 114 
Glidden & Co., Otis E., 113 


Hoffman-La Roche, Insert Between 84-85 
Hollister Co., Franklin C., Insert Between 
100-101 


Kinney & Co., 95 
Knox Gelatine, 19 


Lea & Febiger, 70 

Lederle Laboratories, 6,-7 
Leeming & Co., Inc., Thos., 75 
Lilly & Co., Eli, 74 
Lippincott Co., J. P., 111 


McNeil Laboratories, Inc., 11, 25, 26, 72 
Mallard, Inc., 111 
Malbie Div., (Wallace & Tiernan 


Prod., Inc.), 103 


Vor. 56, May 1957 


Massengill & Co., S. E., Insert Between 
68-69 


Mead Johnson & Co., 22, 40-41, 55, 59, 
Insert Between 16-17 

Merck, Sharp & Dohme, Inc., 58, 64-65, 
116 

Mulford Colloid Laboratories, 36 


Nordmark Pharmaceutical Lab., Inc., 30- 
31 


Organon, Inc., 80, 90 
Orthopedic Frame Co., 94 


Parke, Davis & Co., 106, 107 
Pelton & Crane Co., 97 

Pet Milk Co., 57 

Pfizer & Co., Charles, 4, 9, 27 
Picker X-Ray Co., 1 
Pitman-Moore Co., 38 
Professional Printing Co., 96 


Quaker Oats Co., 60 


Rest-Well Products Co., 112 
Riker Laboratories, Cover III, 37 
Robins Co., A. H., 79, 93 

Roerig & Co., J. B., 10 

Rorer, Inc., William H., 76 
Roussel Corporation, 17 


Sandoz Pharmaceutical Co., 91 
Saunders Co., W. B., Cover I, 99 
Schenley Laboratories, 18, 20-21 
Schering Corporation, 3, 12-13 

Sherman Laboratories, 98 

Shield Laboratories, 69 

Smith-Dorsey, 85 

Smith, Kline & French, 24, 34-35, 43, 89 
Squibb & Sons, E. R., 33 

Standard Pharmaceutical Co., 112 


Tampax Incorporated, 23 
Taylor Instruments Co., 101 
Truform Anatomical Supports, 66 


Vitaminerals, Inc., 67 


Wallace Laboratories, 61 

Wampole Laboratories, 53, 54 
Warner-Chilcott, 5, 51, 63 
Warren-Teed Pharmaceuticals, 16 
White Labofatories, 28-29, 50, 102-103 
Williams & Wilkins Co., 73 
Winthrop Laboratories, 8 

Wyeth Laboratories, 56 


abdominal cradle 
maternity supports 


To meet today’s demands . . . both 
of doctors and their prenatal 


patients . . 


. Camp has created 


lightweight additions to its basic 
line of scientific maternity gar- 
ments. Designed to embody the 
best features of scientific support 
for which Camp has been respect- 
ed for half a century, these gar- 
ments offer the expectant mother 
the special Camp reinforced sup- 
porting feature upholding the low- 
er abdomen extending over hips to 
back (the abdominal cradle) and 
Camp’s exclusive expansion ad- 
justments. 


Camp’s hook ex- 
pansion . . 
tows of tapering 
eyes with hook- 
ing side adjust- 


ment. 


. five 


Camp's curved 
side lacers for 
convenient adjust- 


ment during 
growth in  preg- 
nancy. 


JACKSON, MICHIGAN 
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for relief that lasts —longer 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 


Duration of relief ranges from 20 to 30 mg. depend- 


poe location and extent of 
pathology. 

exceeds that Supplied: Suspension ‘HyDELTRA’=- 
provided by any T.B.A.—20 mg./cc. of predniso- 


lone tertiary-butylacetate, in 


ester (13.2 days—20 mg. 


one MERCK SHARP &@ DOHME 
DIVISION OF MERCK @CO., INC. 
PHILADELPHIA 1, PA, 


1. Hollander, J. L., Paper read at conference in New York City, May 31 and June 1, 1955 


Journa A.O.A. 


A Better Antihypertensive 


“We 


prefer to use 


alseroxylon (Rauwiloid) 


since it is less likely to produce excessive fatigue and 
weakness than does reserpine.”! Up to 80% of patients 
with mild labile hypertension and many with more 
severe forms are controlled with Rauwiloid alone. 


1. Moyer, J.H.: J. Louisiana M. Soc, 
108:231 (July) 1956, 


A Better Tranquilizer, too 


**,..relief from anxiety resulted in generally in- 
creased intellectual and psychomotor efficiency with 
a few exceptions.”’? Rauwiloid is outstanding for its 
nonsoporific sedative action in a long list of unre- 
lated diseases not necessarily associated with hy- 
pertension but burdened by psychic overlay. 


2. Wright, W.T., Jr., et al.: J. Kansas M. Soc. 
57:410 (July) 1956. 


Dosage: Merely two 2 mg. tablets at bedtime. 


After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


Rauwiloid is recognized as basal 


medication in all grades and types . 


of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making 
smaller dosage effective and freer 
from side actions. 


® 
Rauwiloid + Veriloid” 
In moderate to severe hyperten- 
sion this single-tablet combination 
permits long-term therapy with de- 
pendably stable response. Each tablet 
contains 1 mg. Rauwiloid (alseroxy- 
lon) and 3 mg. Veriloid (alkavervir). 
Initial dose, 1 tablet t.i.d., p.c. 


® 
Rauwiloid + 
Hexamethonium 
In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 4 
tablet q.i.d. 


Riker 10s ances 
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Brighten the day 


for the chronically fatigued, the chronically ill, the convales- 


cent, the apathetic and depressed older patient, the post- 


partum patient, the oversedated, the retarded child 


hydrochloride 


(methylphenidate hydrochloride CIBA) 


a new mild antidepressant, chemically unrelated to the 
amphetamines. Ritalin brightens outlook and renews 
vigor—counteracts drug sedative effects—often improves 
performance in the elderly. In most cases, Ritalin does 
not overstimulate, has little or no effect on appetite, blood 
pressure or pulse rate. 


Average dosage: 10 mg. b.i.d. or t.i.d. 


Supplied: TABLETs, 5 mg. (yellow), 10 mg. (light blue), 20 mg. 
(peach colored). . 
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CIBA 


SUMMIT, N. Jd. 
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